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HEARING ON ACCREDITATION OF GRADUATE 
MEDICAL EDUCATION 



WEDNESDAY, JUNE 14, 1995 

House of Representatives, Subcommittee on Over- 
sight AND Investigations, Committee on Economic 
AND Educational Opportunities, Washington, DC. 
The subcommittee met, pursuant to call, at 1 p.m.. Room 2261, 
Rayburii House Office Building, Hon. Peter Hoekstra, Chairman, 
presiding. 

Members present: Representatives Hoekstra, Barrett, 
Cunningham, McKeon. Castle, Weldon, Sawyer, Reed, Roemer, and 
Scott. 

Also present: Representative Souder. 

Staff present: Vic Klatt, Education Coordinator; George Conant, 
Professional Staff Member; Deanna Waldron, Staff Assistant; Chris 
Burk, Media Assistant; Gail Weiss, Staff Director; Kevin Bruns, 
Counsel/Press Secretary; Laura Greer, Executive Assistant; Chris 
Collins, Staff Assistant; and Broderick Johnson, Chief Counsel. 

Chairman HOEKSTRA. Good afternoon. The subcommittee will 
now come to order. 

I would like to welcome the panel here today. I do have an open- 
ing statement, and we will also hear from Mr. Sawyer, if you have 
an opening statement. 

Let me just clarify from the outset that I would have preferred 
uot to hold this hearing today. At the Congress, we rely and have 
decided to rely heavily on the Accreditation Council for Graduate 
Medical Education, or ACGME, for making sure that doctors edu- 
cated in the United States are qualified. 

Unfortunately, in February of this year the ACGME chose to ex- 
pand the agenda of medical training accreditation far beyond sim- 
ply establishing minimum standards for the profession and have 
launched into the area of taking sides in an extremely divisive 
moral and social issue. 

It seems clear to me that I, as the Chairman of this oversight 
committee, and the Congress as a whole have no choice but to ad- 
dress this issue. Abortion has been called the third rail of American 
politics, an issue so hot that no one wants to touch. The issue in- 
volves basic American values, personal liberty, and the protection 
of innocent life which seem to be in direct conflict. The dilemma 
often seems intractable, and emotions riin high on both sides. This 
is why the word pro-choice is so appealing to many Americans. It 
suggests that everyone will agree to disagree; that every person is 
allowed to live in accord with his or her values. 

(1) 



Whatever the validity of this approach where human life may be 
at stake, some new developments cannot be called pro-choice. They 
involve forcing medical training program in obstetrics and gyne- 
cology to perform and teach abortion techniques against their will. 
Such developments seem both anti-life and anti-choice. 

It is of special concern to this committee that such coercion 
would be enforced by threatening to withhold accreditation from 
programs of graduate medical education, and the matter is of such 
special concern to Congress because such accreditation may deter- 
mine whether programs and students receive educational loan ben- 
efits and other Federal assistance. 

This problem arose on February 14 of this year when the 
ACGME issued new requirements for residency programs in obstet- 
rics and gynecology. All OB-GYN residency programs will be re- 
quired to train residents in the various methods of induced abor- 
tion. 

While individual students with moral or religious objections will 
be able to opt out, an advocate of the policy has already written 
that those who object, and this is a quote, "should be required to 
explain why in a way that satisfies stringent and explicit criteria." 
This was in the New England Journal of Medicine, Dr. Barbara 
Gottlieb, entitled "Abortion 1995." 

Moreover, no program can completely opt out. Even Catholic pro- 
grams and others with strong moral objections must set up mecha- 
nisms to make sure that training is provided at another location. 
No conscience protection is provided for faculty members and their 
staff. 

Thie new requirements scheduled to take effect on Januar^ i run 
directly counter to numerous State and Federal enactments on this 
issue. Federal conscience clauses seek to insure that physicians, 
students, and residents in medical schools and hospitals will not be 
discriminated against for refusing to participate in abortion. 

In 1988, Congress amended the Education Amendments of 1972 
to insure that Federal sex discrimination provisions do not require 
any educational program or institution to provide abortion benefits 
to staff and students. The Religious Freedom Restoration Act of 
1993 allows any institution to file Federal suit if a law or regula- 
tion would require it to act contrary to its religiously based moral 
code. 

The ACGME requirement threatens to place Federal law m con- 
flict with itself. Medicare reimbursements for medical procedures 
performed by medical residents only if the residency program is ac- 
credited by the ACGME. The Health Education Assistance Loan, 
HEAL, Program allows graduates of medical schools to defer repay- 
ment of their student loans during residency, but only if the resi- 
dence program is accredited by the ACGME. 

How can Congress so firmly proclaim protection for students and 
facilities that refuse participation in abortion and then punish 
them by denying them the benefits of these Federal programs? 

The conflict in State law is no less troubling. At least 41 States 
have laws protecting the rights of individuals and facilities that 
refuse to participate in abortion. My own State of Michigan de- 
clared that a hospital, clinic, institution, teaching institution, or 
other health facility may not be required to perform or participate 



in abortions, and that such facilities have immunity against any 
civic or criminal liability or penalty. 

Almost every Member of this subcommittee comes from a State 
with a similar law, and yet many of these same States deny a li- 
cense to practice medicine to a resident if his or her residency pro- 
gram is not accredited by the ACGME. If that accreditation rests 
in whole or in part on willingness to provide abortion training, the 
State has been placed in an untenable position. It seems to be vio- 
lating its own antidiscrimination law. 

Within the medical progression, the new requirement runs 
counter to current practice and many doctors' convictions. Some 
witnesses who are present today can speak more credibly than I 
about the depth of physician's disagreements on this issue. I would 
only note that the expressed reason for the new ACGME require- 
ment is the widespread unwillingness of OB-GYN programs to 
make abortion an integral part of their training. 

Programs and faculty have been voting with their feet. By one 
recent study only 12 percent of OB-GYN residency programs make 
abortion a. routine part of their training. Most programs make it 
available as an optional elective, but then few residents volunteer 
for the training. 

It seems that the new requirement must impose from outside 
precisely because physicians and residents in the field do not see 
it as an integral part of responsible medicine. 

The broader issue before us is whether accreditation of edu- 
cational programs is supposed to insure basic competency in a field 
or to enforce conformity with the ideological view of an organiza- 
tion that has acquired a monopoly on the accreditation process. 
When that organization enjoys delegated governmental power to 
determine eligibility for Federal benefits, it would be irresponsible 
for Congress to ignore such abuse simply to preserve the legal sta- 
tus quo. To preserve everyone's current right to choose whether or 
not to participate in abortion, new Federal action may be nec- 
essary. 

In my view, at least, Congress cannot be idle when eligibility for 
its own programs of Federal assistance is conditioned on involve- 
ment in abortion. For this reason I am developing legislation to be 
introduced in the coming days which will protect institutions and 
individuals from being discriminated against based on their refusal 
to perfonn induced abortions. 

But today's hearings do not concern particular legislation. It 
brings together a representative of the ACGME and several direc- 
tors and faculty in the OB-GYN programs to deepen our under- 
standing of this problem, what has ACGME done and why, where 
is this policy leading, and what does it mean for the integrity of 
standards for the educational accreditation. 

I welcome all of the witnesses who have agreed to be with us 
today, and I invite my colleague Ranking Member, Mr. Sawyer to 
present his opening statement, and anv other Members can present 
their opening statements for the record. 

Mr. Sawyer. 

Mr. Sawyer. Thank you, Mr. Chairman. I would like to request 
that the record remain open for 10 days so that interested individ- 
uals and groups may submit written statements for the record. 
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Chairman Hoekstra. Yes. 

Mr. Sawyer. I thank you, Mr. Chairman, and v/ish good after- 
noon to our panel. I appreciate your discomfort with this hearing 
on accreditation of postgraduate medical education, I probably for 
different reasons. 

I am concerned that with this hearing the subcommittee once 
again crosses the jurisdictional boundaries of this committee and 
stretches the traditional purview of the Federal Government in 
matters of this kind. The Federal Government has traditionally not 
involved itself in the accreditation of educational entities, and cer- 
tainly not to this degree of detail and probably not in matters as 
volatile as the subject that brings us here today. 

By conducting oversight of the standards of medical residency 
programs, Congress threatens to set a dangerous precedent for in- 
creased regulation of the content of educational programs, and for 
the increased regulation of all kinds of programs. This seems to 
contradict the position of many Members on your side of the aisle, 
that being advocacy for a smaller role for the Federal Government. 

Several Republican proposals have been introduced which would 
cut or eliminate the Federal role in education and other domestic 
areas altogether. Any legislative revision would be an extraor- 
dinary and perhaps unprecedented override of the authority of the 
ACGME on accreditation standards. 

The ACGME adopted new standards in February of this year for 
a number of medical specialties. These requirements were devel- 
oped by professional medical educators and were developed with 
great sensitivity for the differing moral and ethical views of the 
participating institutions and their students and residents. The re- 
vised requirements were adopted unanimously by the ACGME and 
included broad conscience clauses* for both individual students and 
for institutions. 

These standards reflect the knowledge of procedures that medical 
educators and physicians believe are necessary' for the health of our 
Nation. 

To close, just let me reiterate my concern about these hearings 
in particular. I believe we are stepping over our jurisdictional 
boundaries in conducting oversight hearings on and suggesting leg- 
islative changes to accreditation standards made by knowledgeable 
experts. I am troubled that we rmry be setting the stage for an even 
broader intrusion on the accreditation standards of our Nation's in- 
stitutions of higher education generally. 

Mr. Chairman, having said that, I want to thank you for calling 
this hearing in one sense. The concerns that you have expressed 
that are shared by some on my side of the aisle and those who be- 
lieve that these kinds of decisions ought best to be left to those who 
are most responsible for them, it will provide an opportunity for all 
of us to get our thoughts on the table. 

With that, I yield back to you and we can proceed. 

Chairman HoEKSTRA. Great. Thank you. 

I cannot help but just say I agree with so much of what you said. 
Leave it to those best abl« to make the decisions, which might be 
individual people who have elected to go into the profession of med- 
icine. 

0 



But let me introduce the panel and we will start with the testi- 
mony. Our first witness today is Dr. Thomas Elkins, who is from 
the Department of Obstetrics aad Gynecology from Louisiana State 
University in New Orleans. Welcome. 

We have Robert D'Alessandri, the Chairman Designate of the Ac- 
creditation Council for Graduate Medical Education. He is joined 
by John Gienapp, who is the Executive Director of ACGME and 
has designated Dr. D'Alessandri to deliver the ACGME's statement 
at this hearing. Welcome to both of you. 

Dr. Edwara Hannigan, who is Director of the Division of 
Gynecologic Oncology and Department of Obstetrics and Gyne- 
cology, the University of Texas at Galveston. Welcome to you, Dr. 
Hannigan. 

Dr. Frank Ling. Dr. Ling is a Fellow at the American College of 
Obstetricians and Gynecologists. Welcome. 

Dr. Levatino from Renssalaer, New York. Dr. Levatino is an ob- 
stetrician, an attorney, and a former abortion practitioner. 

And Dr. Pamela Smith, Director of Medical Education, Mt. Sinai 
Medical Center of Chicago, Illinois. 

So welcome to the panel, and we will begin with Dr. Elkins. I 
would encourage all of you to try to adhere to a five or six minute 
statement, and that would enable us to get to the questioning and 
dialogue and interaction a little bit sooner, but we are looking for- 
ward to hearing your testimony. 

Dr. Elkins. 

STATEMENT OF THOMAS ELKINS, M.D., CHAIRMAN, DEPART- 
MENT OF OBSTETRICS AND GYNECOLOGY, LOUISIANA 
STATE UNIVERSITY MEDICAL SCHOOL 

Dr. Elkins. Mr. Hoekstra and Members of the committee, I want 
to thank you for asking me to speak and be a witness in these 
hearings. 

My name is Thomas Edward Elkins. I am a Board certified ob- 
stetrician-gynecologist and serve as professor and department 
chairman of one of our large OB-GYN programs at one of our 
major universities. I have served previously for five years on the 
American College of OB-GYN Ethics Committee, and have been 
very involved for a number of years in programs for under-served 
women both here and abroad. 

I come before you today, however, as an official representative of 
the Christian Medical-Dental Society. The National CMDS has ap- 
proximately 10,000 members and has active student chapters in 
most American medical and dental schools. 

In general CMDS has opposed abortion, and I represent one of 
their more moderate members. In 20 years of medical practice, I 
have mostly been either in university settings or in Africa and have 
done over two dozen pregnancy terminations for threat of life to the 
mother, lethal fetal anomalies, or rape and incest. 

I have worn many hats during these years, all of which have in- 
fluenced my thoughts on abortion. I, like most Americans, under- 
stand the futility associated with the abortion issue. I am appalled 
at the violence and rhetoric of both extremes. 

There will be no answers that please all or even a majority on 
the abortion related issues. It is not a topic I normally discuss in 



public.-^ is with some reluctance, therefore, but a sense of duty, 
that I speak to you today. It is time to resist some steps that sim- 
ply continue to go too far. 

As Americans and as obstetricians and gynecologists, we have 
never lost our respect for individual liberties. We protect and de- 
fend our patients' rights to confidentiality and pursuit of reason- 
able health care within a healthy lifestyle. 

My own thoughts were very pro-choice 25 years ago, and I openly 
worked with pro-choice physicians. Dr. Ling and I have worked to- 
gether for a long time, people I deeply respect. They also readily 
worked with me. 

My thought have been modified the la.st three and a half years, 
over the past 20 years of work in the Third World in West Africa. 
I also worked with the developmental disability population in our 
own country. It is in critical areas like these that such controver- 
sial things as abortion become highlighted and thoughts begin to 
change. 

For well over three and a half years out of the last 20 in Africa, 
I learned that there are other norms besides autonomy. There is 
beneficence, justice, pragmatism, and survival that become over- 
whelming ethical norms in many parts of our world. It was there 
that I learned that starvation and famine among women lead to in- 
fections in utero, that force us to do things like dilatation and evac- 
uation to save women's lives. It is a procedure in which you have 
to dismember the fetus in utero, take it out and reassemble it on 
a table to make sure that the procedure has been completed. It 
does not take too many of these procedures to dampen one's enthu- 
siasm for elective abortion. 

Over the past nine years I have been very involved with the for- 
mation of residency training in the countries of Ghana and Nigeria. 
We have developed training programs there that have finally low- 
ered the maternal mortality rates, something that all of the mil- 
lions of dollars that Americans have spent on family planning and 
abortion in the Third World have been unable to do. 

Yet when we approached the U.S. AID office in Ghana just last 
year and asked for funding for more doctor training, we were told 
that it was not family planning or abortion, and we could receive 
no funds. 

I began to understand that in these critical issues there are 
times that we as Americans express our own values perhaps too 
harshly and go steps too far. 

For nine of the last 15 years, I have served on the Board of Di- 
rectors for the National Downs Syndrome Congress. I lived through 
the Baby Doe Era, as many of you did in the 1980s and heard 
those discussions. In this year we have chosen to take those discus- 
sions from the nursery back into the womb by, again, setting a 
test-up called the triple screen for Downs Syndrome that will be of- 
fered to every woman in America in order to identify fetuses with 
Downs Syndrome in utero in order to give a woman a chance to 
terminate that pregnancy. 

This will cost us over $1 billion in the coming year to terminate 
part of a population group which has become the most gentle, per- 
haps the kindest and most progressive group of people in America, 
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many times our teachers of humility' and grace in our society. 
Again, I think we have gone a step too far. 

Now, in 1995, some in the pro-choice community have carried the 
implementation of their own values and viewpoints into the arena 
of medical education. In my opinion this is, again, a step too far. 
Some claim that this will offer answers to what they say is an ac- 
cess problem for people seeking to find abortion in our country. 

This is difficult for me to understand when there are no lines 
outside of abortion clinics in our State, and yet no one over the age 
of 45 who is a Medicaid or indigent patit^nt in our State even has 
a public health clinic to find a Pap smear or mammogram. 

No lines exist outside abortion clinics in our State, and yet we 
have waiting lists of over 120 days to get into our Center for Gyne- 
cology visit. We do have access problems. I do not see it in abortion. 

What about the argument that this will insure adequate exper- 
tise for abortions being done if residents learn to do D&Cs by the 
dozens and even dilatations and evacuations as a result of manag- 
ing spontaneous pregnancy losses? 

Training is more than adequate for the mechanical aspects of 
abortion. The worry about quality of services seems at best to be 
contrived and imagined. It does seem very obvious that this is a 
push to make abortion seem to be just a routine part of OB-GYTSf 
care. 

An abortion simply is not a routine case for most of us in OB- 
GYN. It is special because human life is involved, not because the 
procedure is so special. The fetus is not just another routine piece 
of tissue that presents itself for excision or removal with all expedi- 
ency once it is deemed bothersome. 

Abortion is truly a life lost, and for most of us life is our most 
precious possession. To equate it to routine care is to cheapen and 
demean many of our principles that relate to our respect for life 
from its inception to the point of death. 

What is not protected in the ACGME mandate is for the reason- 
able program to help reasonable physicians to act autonomously in 
terms of abortion. Physician conscience, individual choice, and med- 
ical discernment are simply ignored by any mandate such as this 
one by the ACGME. 

Unless we hear in just a moment that changes have occurred in 
the last few days, the ACGME mandate also was in direct violation 
of existing legislation in many States. To comply with the new re- 
quirements would require us to sanction criminal activity in our 
State unless the changes have been made, which I think we will 
hear about momentarily. 

It is, in my opinion, a time for Americans to regroup and rethink 
its position on such critical issues as abortion. All extreme opinions 
become unacceptable in such discussions. Individual freedoms for 
all involved must be respected, and the politicalization of health 
care issues must simply be discontinued as much as possible. 

When committees introduce political issues, it leads to politicians 
becoming more involved and not less. The universal language of 
pain, suffering, and compassionate response is not a vocabulary of 
political power, and medicine must not be allowed to become a tool 
to chat end. 
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We once discussed strategies to reduce the number of abortions 
in our country. Rather than watch both extremes fight one another 
in all kinds of ways, it is time to retrace our steps and our 
thoughts. 

Thank you. 

[The prepared statement of Dr. Elkins follows:] 



'Steps That Hav« Gone Too Far" 
A Time for Analysis and Retracing of Thoughts 

Testimony before the United States 
House of Representatives Committee 
on Economic and Educational Opportunities 

Thomas E. Elkins, H.D. 



My name Is Thomes E(4W8rd EtKlns. i am Board Certified In Obstetrics and 
Gynecology and serve es Professor and Department Chairman of a large 
OB-GVN program at one of our major universities. I have served previously 
for five years on the American College of Obstetricians and Gynecologists* 
Committee on Bloethlcs, and two years on the National Advisory Board for 
Ethics In Reproduction. I have become known both here and abroad for the 
successful development of programs to enhance health care for 
underserved women. I have worked with others to develop OB-GYN training 
programs In West Africa that focus on rural problems such as 
vesicovaginal fistulas resulting from long neglected labor, female 
circumcision and maternal mortality. In the 1980's, I established model 
gynecologic clinics and sexuallty/soclallzatlon counseling programs for 
women with mental retardation In our country. 

I was recruited to my current position, In part, to Intervene In the health 
care problems of one of our nation's largest Indigent communities. In less 
than three years, we have begun a system of Inner-city prenatal clinics In 
housing projects, stationed our faculty In school-based clinics, and 
assigned faculty to work to Improve women's health for all ages 
throughout the state. 

I come before you today, however, as a representative of the Christian 
Medical Dental Society. The national CMOS has approximately 10,000 
members and has active student chapters In most American medical and 
dental schools. They have taken a very strong official position against 
abortion for any reason, as being contrary to God's will for our lives. I do 
not disagree with that. They still allow those more moderate ones like 
myseif to be In their group. They have asked me to represent them today 
not because of my stance on abortion, but because of my role In medical 
education and my view on current ACGME guldel Ines. In twenty years of 
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medical practice, mostly m a criversity setting or In Africa, I have done 
ever two dozen pregnancy terminations Tor threat of life to the mother, 
lethal fetal anomalies, or rape and incest, I have worn many hats during 
these years, all of which have Influence my thoughts on abortion. 
K lIKe most other Americans, understand the futility associated with the 
abortion Issue. Political extremists have made this one of the most 
controversial and distasteful subjects In America for most oT us who 
attempt to practice obstetrics and gynecology, i am appalled at the 
violence advocated by some prollfe supporters, and cannot support their 
lack of compassion for women In some settings, i am no less appalled by 
pro-cholce supporters at times, as well. There will be no answer that 
pleases all, or even a majority, on most abortion-related issues. It Is not 
a topic I normally discuss In public. I have published over 25 articles and 
chapters on Issues In biomedical ethics, but very few of these are related 
to abortion. It is with reluctance, but a sense of duty that 1 speak to you 
today. 

As Americans and an obstetrician gynecologists, we have never lost our 
respect for individual liberties. We protect and defend our patients' 
rights to confidentiality and pursuit of reasonable health care within a 
healthy lifestyle. My own thoughts were very pro-choice 25 years ago, and 
I openly work with pro-choice physicians, who I deeply respect. They also 
readily work with me. 

For over four years out of the last twenty, however, I have worked in rural 
West Africa, where beneficence. Justice, pragmatism, and survival are 

overwhelming ethical norms loss of Individual liberties and protection 

of women's rights are of little Interest, it Is a place where something 
called famine and starvation become reasons for amniotic fluid Infections 
and medically indicated mid-trlmester terminations to save the mother's 
life, by a procedure called a dilatation and evacuation. It requires 
breaking up the fetus In-utero and removing it In pieces then reassembling 
the body parts on a table to make sure the procedure has been completed. 
It does not take too many of these procedures to dampen one's enthusiasm 
for elective abortion. 

For the past 9 years, I have been the grant funded external coordinator for 
OB-GYN training In Ghana, West Africa. We have decentralized medical 
care from the university and stopped the drain of physicians to the 
western world, creating community-based obstetricians and gynecologists 
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Who are both excellent and . elevant in their part of the world. These 
doctors have already made a difference in maternel mortality rates- 
something all of the billions of dollars In U.S. aid for family planning had 
failed to do over the past 20 years. 

Yet. When we approached America's as. AID off Ice for support In 1993, In 
Ghana, we found the doors closed unless we were asking for money to 
promote family planning or abortion. Forty million dollars were labeled 
for maternal health In Ghana, but It went to support a pro-abortion, family 
planning organization In New York, while the projects requested by 
Ghanaian 0B-6YN professors and planners went unfunded. While we spend 
billions In America for Invltro fertilization, we undermind proven ways to 
provide safe reproduction In the third world where having children Is so 
highly valued In order to pursue our own family planning policies. In our 
zeal to express our own values, we have gone a step too far. 

For 9 of the last 1 5 years, I served on the board of directors for the 
National Down Syndrome Congress. \ have seen us. as a country, go Into 
terribly emotional debates on whether or not to protect or condemn the 
handicapped 'Baby Doe's" in our nurseries. Those within the pro-cholce 
community have carried the battle from the Incubator to the womb; we 
now. In 1994, have mandated a triple-screen for pregnant women of all 
ages, so that every woman carrying a fetus with Down syndrome may be 
given the choice to terminate that pregnancy. Such an effort will cost us 
over $1 billion In the coming year and will result In the wholesale 
elimination of the majority of what has come to be one of the Itindest. 
most gentle and most progressive groups of people In America. Again, by 
attacking a non-lethal fetal anomaly In-utero, we appear to have gone a 
step too far. As one feminist writer has noted, the societal zeal to 
Identify the 'abnormal" In-utero has almost made It too unreasonable for 
a woman to choose to Iceep that 'different child" that may even become 
the teacher of grace and humility In our lives. 

Now in 1995, the pro-choice community has carried the implementation of 
their own values and view points into the arena of medical education. In 
the opinion of this obstetrician gynecologists they have again. 
Inappropriately, gone a step too far. One must ask why the constant 
pushing on the part of one extreme side toward another has to continue, 
for both sides. As violent, harsh rhetoric mounts on all extremes, why 
should either side continue to scheme and plot to have their agenda 
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become triumphant. The immediate goals of the pro-choice community in 
this Situation are obvious: 

1 ) To attempt to force every residency training program to 
begin a free standing abortion clinic that would 
accommodate those seeking pregnancy termination on 
demand. 

(Many would say that this would solve a serious access 
problem In our country for abortion services.) 

2) To attempt to force every resident to have hands on 
training In the performance of pregnancy termination, 
unless a statement Is signed professing moral or 
religious objections to abortion in general. 

(Many would say this is to Insure that all doctors are 
well trained to perform abortions in our society.) 

3) To make abortion training a part of main line, 
standardized, and routine care. This would change Its 
current Image for many. 



For a moment let's look at the validity of ^hese goals. 

(1) It Is difficult for me to understand how we can claim an access to 
care problem, when some abortion clinics will not even allow a 24 hour 
delay between being seen in clinic and having the procedure done, i come 
from a state where Medicaid and indigent patients over age AS do not even 
have access to public health clinics for pap smears or mammograms 
except at university centers, and no 'access to care" cries are heard. 

No lines exist awaiting abortions at any clinic providing pregnancy 
terminations across the state. Patients wait for 120 days to get Into a 
gynecology cllrilc at my center, and 90+ days for an Initial prenatal clinic 
visit, but these are not considered access problems, either. 

(2) What about the argument that this will insure adequate expertise for 
abortions being done? At present, residents learn to do D & C's by the 
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dozens, and even dilatations and evacuations as a result of managino 
spontaneous pregnancy losses. 

Abortion clinics all over America are run safely by doctors who had no 
special abortion training beyond that given In routine OB-GYN residencies. 
Training Is more than adequate for the mechanical aspects of abortion 
technique with the management of natural pregnancy losses. The worry 
about quality of sarvlces seems, at best, to be contrived and Imagined. 
(3) It does seem very obvious that this is a push to make abortion seem to 
be just a routine part of OB-GYN care— just something so ethically 
reasonable and justifiable that every person should expect to provide 
these services, at least during residency. An abortion simply Is not a 
routine case for most of us In OB-GYN. It Is special because human life Is 
Involved; not because the procedure Is so "special." The fetus Is not Just 
another routine piece of tissue that presents Itself for excision or 
removal with all expediency once it is deemed bothersome. Abortion Is 
also a procedure with vast potential for later regret, as well as for 
medical complications that Increase rapidly as the second trimester Is 
entered. It Is truly a 'life lost.* and for most of us. life Is our most 
precious possession. To equate It to routine care, is to cheapen and 
demean many of our principles that relate to our respect for life from Its 
inception to the point of death. 

What Is not protected In this ACGME mandate Is for the reasonable 
physician to act autonomously In terms of abortion. For example, must a 
physician feel that he/she never should do an abortion, for any reason. If 
he/she has signed that they refuse to do them on religious or moral 
grounds? Can they still manage the patient they choose to assist with a 
pregnancy termination, without fear of Increased liability that would 
result from "Incomplete' training? Having established an elective 
exactly like the one now mandated by the ACGME at a prior university. I 
can see this as a coming problem. Not a single resident took the elective 
abortion experience in seven years, and t see no eager residents lining up 
to do this In our program now. However, any resident who would not help 
any patient with an abortion complication would be fired In our program, 
and many residents would do abortions for carefully selected reasons. 
Physician conscience. Individual choice and medical discernment are 
simply Ignored by any mandate such as this one by the ACGME. It is again e 
step too far. 
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The ACGME mandate Is also In direct violation of existing legislation In 
mer.y states. To comply with the new requirements would require us to 
sanction criminal activity in our state. 

In short, the ACC3ME mandate ts a thinly-veiled political maneuver that 
has little, if any. medlcai or ethical basis. Such poiitlcalizatlon of 
medical practice is potentially very dangerous for health care in America. 
What wlii happen next as a result of someone's political agenda? Will 
only those willing to do abortions be allowed to become OB-GYN 
specialists? Will the abortion ethic of the mechanical "i demand— You 
provider become the norm for ail medical decision making in the future, 
as doctors become more and more technicians, while the concept of 
"medical indications' drifts off Into the sunset. Ultimately patients and 
our society wilt suffer In such a system, and much of education will 
become meaningless. 

It Is. in my opinion, a time for America to re-group and re-thlnit its 
position on such critical issues as abortion. Forcing others, subtly, 
through legislation or organizational mandate; or overtly, through fearful 
rhetoric and violence, are not acceptable ways to deal with difficult 
medical issues. Ail extreme opinions become unacceptable in such 
discussions. Individual freedoms, for ait involved, must be respected, and 
the poiitlcaiizatlon of health care issues must simply be discontinued as 
much as possible. The universal language of pain, suffering, and 
compassionate response is not a vocabulary of political power: and 
medicine must not be allowed to overcome a tool to that end. We once 
discussed strategies to reduce the number of abortions in or country, 
rather than watch both extremes fight one another in all )cinds of ways. 
It Is time to re-trace our steps. . . . and our thoughts. 
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Chairman Hoekstra. Thank you. 
Dr. D'Alessandri. 

STATEMENT OF ROBERT D^ALESSANDRI, M.D., CHAIR DES- 
IGNATE, ACCREDITATION COUNCIL FOR GRADUATE MEDI- 
CAL EDUCATION; ACCOMPANIED BY JOHN GIENAPP 

Dr. D'Alessandri. Thank you very much, Mr. Chairman. 

I hope you will allow me a few extra minutes since Mr. Gienapp 
will have no prepared remarks, and I will be speaking on behalf 
ofthe ACGME. 

Chairman Hoekstra. I would hope like other panel members 
that you would stick close to the five minutes. 
Dr. D'Alessandri. I will stick close to that. 
Chairman Hoekstra. I would prefer that, yes. 
Dr. D'Alessandri. Thank you. 

Members of the committee, ladies and gentlemen, my name is 
Robert D'Alessandri. I am Vice President for Health Sciences and 
Dean of the School of Medicine, the Robert C. Byrd Health Sciences 
Center at West Virginia University in Morgantown, West Virginia. 
I am the Chair Designate of the Accreditation Council for Graduate 
Medical Education and am representing that organization which 
was invited to present testimony at this hearing. 

With me today are John Gienapp, Executive Director of the 
ACGME, as well as Dr. Joel Polen, Professor of Obstetrics and 
Gynecology at Temple University and Vice Chair of the Residency 
Review Committee of Obstetrics and Gynecology. 

The ACGME was established to develop the most effective means 
of evaluating graduate medical education programs and to promote 
the quality of graduate medical education so the public can be sure 
that physicians who train in these programs meet the highest med- 
ical standards. 

The ACGME is the body responsible for establishing educational 
standards and evaluating and accrediting residency programs in 
the United States. Members of the Council of the American Board 
of Medical Specialties, the American Hospital Association, the 
American Medical Association, the Association of American Medical 
Colleges, and the Council of Medical Specialty Societies, working in 
cooperation, volunteers from these organizations resolve critical is- 
sues concerning the training of physicians in residency programs 
throughout the Nation. 

There are more than 7,400 residency programs in more than 
1,000 institutions in the United States that the ACGME accredits. 
To assure that the more than 100,000 young physicians enrolled in 
these programs receive education and training that is consistent 
and of high quality, the ACGME regularly evaluates these pro-- 
grams, establishes common policies, and sets the standards for 
residency programs in 26 core areas and 64 more specialized areas. 

Perhaps it would be helpful for me to describe the process we use 
to do all of this and give you an idea of who is involved in this 
process. 

The ACGME carries out its work through a council of 26 individ- 
uals, 20 volunteers appointed by the member organizations I men- 
tioned; a resident representative; a representative of the Federal 
Government designated by the Secretary of the Department of 
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Health and Human Ser/ices; two public members; and an individ- 
ual representing the residency review committees. 

Residency review committees are groups of physician educators 
in each of the 26 medical specialties who propose educational 
standards and evaluate residency programs in their specialty. On 
the residency review committees more than 200 distinguished phy- 
sicians serve each year. These volunteers who participate on the 
residency review committees are key to the efficacy of the process. 

Through their work we directly influence the quality of graduate 
medical education, the quality of health care institutions, and ulti- 
mately the quality of medicine in America. 

Each of the 7,400 residency programs in the United States is 
evaluated by the appropriate residency review committee on aver- 
age every three and a half years. The program submits statistical 
and narrative information describing every aspect of the program, 
from curriculum content to on-call hours, for scrutiny by the resi- 
dency review committee. 

Then an on-site review is conducted. Based on the material pre- 
pared by the program and the report of the on-site visitor, the rel- 
evant residency review committee makes an accreditation deter- 
mination. During the past year, ACGME committees made over 
2,600 evaluation decisions. 

The standards by which these programs are reviewed and are ex- 
amined are examined and revised every five years to make sure 
they are specific about educational goals and allow for new medical 
knowledge and practices. Again, the goal of the standards is to as- 
sure the public is protected by high quality educational standards 
which are consistently applied. 

As a part of this process, the standards for obstetrics and gyne- 
cology came under periodic review about two years ago. In May of 
1993, the residency review committee for obstetrics and gynecology 
began the process of discussion, consultation, and drafting revised 
standards in obstetrics and gynecology. 

In July 1993, at a retreat for all program directors of obstetrics 
and gynecology programs nationally, discussion groups were held 
on the educational standards that included education in family 
planning. 

That fall, the draft of the proposed requirements was circulated 
to the American Board of Obstetrics and Gynecology, the American 
College of Obstetricians and Gynecologists, and the American Med- 
ical Association, to the member organizations, the AAMC, the 
CMSS, and the ABMS, and to all program directors for comment. 

Comments were received and discussed by the residency review 
committee, and proposed changes were once again widely distrib- 
uted to all program directors for comment. 

In January of this year, the residency review committee prepared 
a final draft of the standards to submit to the ACGME for ap- 
proval. At its February meeting, the ACGME approved the stand- 
ards. 

Although the previous educational standard which required clini- 
cal experience in family planning had been understood by the resi- 
dency review committee to include education in the techniques of 
abortion, this understanding had not been stated explicitly and had 
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been challenged. The standard adopted in February clarified the 
expectation for education. 

The language of the standard clearly exempts individuals who 
have a moral or religious objection to abortion, who will presum- 
ably not be performing these operations during the course of their 
medical career. 

Likewise, institutions which offer residency education in obstet- 
rics and gynecology where there is a religious, moral, or legal re- 
striction are not required to change their practice. The language 
has been drafted to assure that physicians who may perform this 
legal procedure can learn to do so. 

It is the opinion of the obstetricians serving on the residency re- 
view committee for obstetrics and gynecology and the medical orga- 
nizations that reviewed and approved these standards and the over 
280 program directors of obstetrics and gynecology that specific 
training is necessary in order to perform abortions safely and to 
protect the public health. 

The ACGME developed this standard to provide the least bur- 
densome method to assure that physicians are well trained and the 
public is well served. After the adoption of this standard, the 
ACGME received comment from some members of the Catholic 
Health Association to the effect that there was still a burden placed 
on some institutions. In an attempt to discuss their concerns fully, 
the ACGME recently met with representatives of the Catholic 
Health Association. 

As a result of this meeting, the ACGME has now made modifica- 
tions to the language in the standard as it applies to institutions 
with objections to abortions. Copies of the new standard, revised 
yesterday at its regular meeting of the ACGME, have been pro- 
vided to you. 

According to the new language, the programs will not be required 
to establish any mechanism to insure that residents have access to 
abortion training at other facilities. Instead, the standard will be 
that they may not impede residents in their programs who do not 
have nioral or religious objections to abortions from receiving such 
education and experience elsewhere. 

They will also be required to publicize their policy with respect 
to abortion training to all applicants. 

As with all of our standards and with our evaluations of resi- 
dency programs, the assurance of a quality education that will best 
serve the student, the resident, and the public is our goal. 

Thank you very much for inviting the ACGME to provide testi- 
mony at this hearing. Fll be happy to answer your questions. 

[The prepared statement of Dr. D'Alessandri follows:] 
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Members of the Committee, Ladies and Gentlemen: 



My naiTio IS Robert D'Alessandn i a'^i Vice President lor HiMitt^ 
Sciences and Dean ot the Scnool of Medicme, Robert C. Byrd Health 
Sciences Center at West Virginia University, Morgantown, West 
Virginia I am Chair Designate of the Accreditation Council tor 
Graduate Medical Education and am representing that orgam^dtior^. 
which vVdS invited to present testimony at this r.eariruj. With tne is 
John Gienapp. Exc^cunve Director of the ACGiVlE. 



The Accredrtation Council for Graduate Medical Education was 
established to develop the most effective means ol evaluating 
graduate niedical education programs and to promote the quality of 
graduate medical ed jcation so that the public can be sure that 
physicians who trai,! tn these programs meet the highest inedical 
stai^dards. The ACGME is the body responsible for establishing 
educational star dards and evaluating and accrediting residency 
programs m the United States 



Members ol the Council are the Americar^ Bodfd ot Medical 
Specialties, the AnK'ncan Hospital Association, the American Medical 
Association, the Association of American Medical Colleges, and the 
Council of Medicat Specialty Societies W'ofknuj m cooperation 
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vulunii-ers trorr^ ihosu orgdni/aiions rosolvt Cfit:,,«il issues concerning intr uamtng 
iii phyS'Cidns m residency programs throughout the nation 

There are more U\an 7400 residency progranis m more than 1000 mstnunons m 
the United Slates that the ACGME accredits. To assure that the more than 

100.000 young physicians enrolled m these programs receive education <jnd ^ 
tfiiiiung that is consiSlenl and of high quality the ACGME regularly evaiLates these 

programs, establishes common policies, and sets the standards tor residency ^ 
programs m 26 core areas and 64 more spenali/ed areas. 

PfMhaps It would he helpful for nip to desciiho the piucess we use to do <\U tins 
cind give you an idea of who is mvulved m tins [)rocess 

The ACGME: carries out iis work through a council of 26 mdivuiuais, 20 voiufuoers 
appointed by its member organizations; a resident pfiysician; a representative of 
tiie federal government, designated by the Secretary of the Department ol Health 
and Hun^an Services; two public memhers. and an individual representing the 
Residency Review Committees Residenc/ Review Committees arc groups of 
physician educators m each of the 26 medical specialties who propose educational 
standards and evaluate residency programs m thetr specialty On Residency 
Review Comnuttees n)ore than two hundred distinguished physicians serve each 
year. These volunteers, who participate on the Residency Review Committees, are 
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kC'v to the otficacv of l^^e process Througt* ihe.r v^fOrk. v^a directly mtiuence the 
jUJ'^iitv (jrdcJudtc medical education, the qualiiv of tiealthcdrf: 'nsiiiuiions and. 
uitin^itfiiY the quijiilY of medicin.o in America. 

Edcn of ih(f 7400 lesidency progrmis m the United States is evaluated by tho» 
appropriate Residency Review Committee on average every 

thrpe <iiHl one-half years The program submits statistical ai^d narrative information 
describing every aspect ot the program- from curriculum content to on call hours 
foi scrutiny by the Res-dency Review Committee. Tfien an on sitt; review is 
tonciiicttvl Bdsea on the material prepared by the prograni and the report of th^' 
on Site visitor, the relevant Residency Review Committee makes an accreditation 
determination Dunr^ ttie past yeai ACGME committees made more than 2600 
evaluation decisions 

The standards by which these programs are reviewed are examined and revised at 
ieast every five years to make sure they are specific about educational goals and 
dllow for new medical kno.vifdge =" d practices Again, the goal of the standards 
IS to dssuto that the public: is protected by high quality educational standards 
which iKe consistently applied. As part of this process the standards for 
ubsietncs and gynecology came under periodic review about two years ago. 

In M«iy of 1993 the Residency Revifw Committee for Obstetrics and Gynecology 
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I't-jdM the process ot d<brussior\ ccisultdtton and drdttmy revised stdridards m 
obfietrics and gynecology, in jjiy 1993 at a reircot far all progratn directors of 
obstetrics at^d gynecology programs naitonally. discusston groups were tield on 
the educational bidndards that included education m fami!\ planning. That tali thi' 
aratt of proposed requirements was circulated lo the American Bocifd of Obsteincs 
<ind Gynecology, the American College ot Obstetricians and Gynecologists, and 
thu American Medical Associatioi., to the tiiemper organi?ations ot the ACGME. 
and to all program directors for comment Comments were received and 
disCLissed by the Residency Review Commiitee, jnd proposed chatiges were once 
again wiOely distributed to aM program o.fectors tor comment I'l January of this 
yt'ar the Residency Review Committee prepared a tmal draft ot the standards to 
subnnl tu the ACGME for iipprnval At its February meeting the ACGME approved 
the sianda.ds. 

Alitiough iho orevious educanor^ai standard, which required "clmical experience m 
tai^iiiv planning," had been understood hv the Residency Review Committee io 
include oducni /n in the techniques ot abortion, this understanding had not been 
stated expl'Citiy and was cfiailengeo. The recentiv adoDted standard clarifies the 
I'xpectdlion tor education 

The «;ianflfifd [)rovides as follows 

"f xp'H.erK.j" with indut ed jboftton must be part ot rt-s^Jency trc'in.iKj. except for 
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rfisidents with inoral or religious objections. This education can be provided 
outsidu the institution. Expenenco vvirh management of compiications of aDorlions 
must be provided to all residents. It a residency program has a rehgious. mord! oi 
legal restriction which prohibits the residents from performing cibonions within the 
institution, the program must ensure that the residents receive a satisfactory 
education and experience managing the complications o! abortion. Furthermore, 
such residency programs must have mechanisms »Arhich ensure that residents m 
their programs who do not have religious or moral objection receive education and 
experience m performing abortion at another institution." 

ih(.' language ot the standard clt^arly exempts individuals who have a moral or 
religious obiection to abortion who will prosunuibly not be performing these 
operations during the course of their medical career. Likewise, institutions which 
offer residency education in obstetrics and gy!..n;ology where there is a religious, 
moral or legal restriction are not required to change their practice The language 
htis betMi drafted to assure that physicians ^Uo may perform this legal procedure 
can learn to do so. 

It IS the opinion ot tht» obstetricians serving on the Residency Review Committee 
for Obstetrics and Gynecology and the medical organi?ations that reviewed and 
approved these standards that specific training is necessary in order to perform 
abortions safely and protect the public health. The ACGME developed this 
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standard !o provide the l«ast burdonsof^ie method to fissure tliat physicians dr<- 
well trained and tnr public is sorvfd 

Since the adoption of this standiird the ACGME has received further comments 
from some members of the Catholic Healtfi Associatioii to tho effect ttiat there is 
still d burden placed on some msiitutions In an attempt to discuss their concerns 
fully the ACGiVIE recently met with representatives of the Catholic Health 
Association. As a result of ttiis meeting the ACGME is making further 
modjf icaiions of ttio language m the standard 

As with dlt our standards, cind with, our evaluations of resideiicy programs, the 
asburatice of a quality edu^ration that will best serve the pubiu: is our goal. Thank 
you very niuch for inviting the ACGIVIE to provide testimony at this hearing. I will 
he happy in tinswer any questions you may have 
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Chairman Hoekstra. Thank you. 
Dr. Hannigan. 

STATEMENT OF EDWARD V. HANNIGAN, M.D., DIRECTOR OF 
THE DIVISION OF GYNECOLOGIC ONCOLOGY, UNIVERSITY 
OF TEXAS AT GALVESTON 

Dr. Hannigan. Chairman Hoekstra, Mr. Sawyer, Members of the 
subcommittee, my name is Edward Hannigan. I am Professor and 
Vice Chairman of the Department of Obstetrics and Gynecology at 
the University of Texas Medical Branch at Galveston. I am actively 
involved in my university's medical student residency education 
programs. I have served as Residency Program Director. 

I would like to thank this committee for allowing me to partici- 
pate in this important review of recent changes made in the pro- 
gram requirements for residency training in obstetrics and gyne- 
cology. 

After the new requirements adopted by the ACGME become ef- 
fective January 1, hands-on experience with elective abortion will 
be a required component of approved residence training programs. 
Under current guidelines, a program may fulfill its requirement to 
provide exposure to abortion by providing residents with exposure 
to patients being treated for spontaneous, incomplete abortions, or 
missed abortions. 

The new requirements require involvement with induced abor- 
tion. Although an individual trainee may invoke moral grounds to 
excuse himself from participating, programs and program directors 
may not. Contrary to what we have just heard as a requirement 
of certification, they would be required to make such training avail- 
able. 

These changes in program requirements were not enacted to cor- 
rect any education void. The basis of the technical skills involved 
in periForming an abortion, that is, the use of a suction curette to 
evacuate a uterus, is a common part of current training programs. 

There is no educational agenda in these changed requirements. 
There is only a political agenda. The number of obstetricians and 
gynecologists in the United States willing to perform an elective 
abortion is declining. The causes of the so-called abortionist short- 
age are multi-factorial and complex, and I would be glad to address 
this issue later if asked by the committee, but I assure you lack 
of curettement skills is not the cause of the shortages. 

These changes in our residency training requirements were not 
intended to remedy some great educational deficiency, but to try to 
rehabilitate the abortionist's image and make all resident trainees 
active participants in performing elective abortions. 

I repeat there is no educational agenda in these changed require- 
ments. There is only an attempt to enforce attitudinal changes in 
OB-GYN trainees and programs. 

The political motivation is a matter of public record. In the pa- 
pers referenced at the end of my written statement, the clearly 
stated intention of those supporting changes in residency curricu- 
lum is to attempt to disseminate abortion services and rehabilitate 
the image of the abortionist. The intent openly stated is to make 
sure all trainees have bloodied their hands during training in the 
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hope they will lose their reluctance to make this procedure a part 
of their clinical practice. 

Dr. David Grimes, an official of the American College of Obstet- 
rics and Gynecology, in a January 1995 address in Washington, 
said, "Making abortion training a routine part of any residency will 
put abortion back in the mainstream of medicine." 

We in Texas have made the decision in the mid-1970s not to in- 
clude elective abortion as part of our residency curriculum. This de- 
cision was based upon several factors associated with the Preg- 
nancy Interruption Clinic which was running at the time. 

First, the clinic was a money loser. Almost all of the expenses of 
the clinic were underwritten by faculty professional income. This 
faculty income was used without regard to the moral cor ms of 
the individual faculty members who had generated the income. 

But the second problem was more significant and involved fac- 
ulty, resident and staff morale. Individuals morally opposed to per- 
forming abortions were not required to participate. This led to the 
erception by trainees performing abortions they were carrying a 

eavier clinical load than the trainees not performing abortions. 
This perceived maldistribution of work became a significant morale 
issue. These morale problems spilled over to nursing and clerical 
personnel with strong feelings about abortions. 

Because of bad feelings engendered by a program that was a fi- 
nancial drain, this clinic was closed. Now, regardless of our reason, 
the failure to teach the technique of elective abortion has never 
been a factor in the approval of our program by an accrediting 
agency. 

I understand that when these changes become effective I would 
never be forced to participate in the performance of an abortion, 
but I am distressed that to keep my job, I would be forced to co- 
operate in an educational mission that advances these objectives. 
How could a pro-life physician ever become a program director if 
he is required to teach this curriculum? How could any Catholic 
hospital support a training program, even if its trainees went else- 
where to obtain the skills? Shouldn't program directors have free- 
dom of choice to decide if a morally controversial area is included 
in their program? Where does a pro-life medical student obtain 
training in aoortion pre-environment? 

There is appropriate concern, as Mr. Sawyer indicated in his 
opening remarks, about this committee or any government body in- 
volving itself with the content of medical education curriculum. In 
almost all cases, I would agree that government should never 
micromanage the educational content of a medical training pro- 
gram. 

But this is not an educational issue. This is a political issue, and 
political solutions are appropriate. We all agree that the use of 
elective abortion for the termination of a living pregnancy is one 
of the most divisive issues in our society. There is no one here who 
has not thought at length about the morality and ethics of elective 
abortion. 

I doubt that anything I say will change the views on abortion of 
anyone in this room, but I can see that individuals acting in good 
faith can have deeply felt polar views. Current obstetrics and gyne- 
cology training rules have allowed sufficient flexibility for the 
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trainees,^ faculty members, and program sponsors to all accommo- 
date themselves to its requirements. 

The new requirements are a politically inspired, coercive attempt 
to change this equilibrium. 

I sincerely thank you for your attention. 

[The prepared statement of Dr. Hannigan follows:] 
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Remarks to be dclivoa-J to the Suhconimiiicc on Ovorsielii aiul 
liucstiyatK^iis on Juno 14. l^ti^ (uiv^ard V. Mannijuan, 



C hairman Mockstra. Members of the Subeommitice, and staff: 

My name is Edward Hannigan. I am a Professor and Vice Chairman 
for Clinical Affairs of the Department of Obstetrics and Gynccolocy at 
tlie I'liivcrsity of Texas Medical IJranch at Galveston. At my 
university I am actively involved in both our medical student and 
re«;idcncy education programs. 1 have served as Residency Proiiram 
Oirector. 1 vvoiild like to (hank this committee for allowing me to 
participate in tliis important revieu of recent changes made in the 
l^rniinim Rcquitemcnts I'ui RcKidita s Traimn)* in Ohswtms ami 
(i\ni'toiiHi\ { 1 1 



Tlic RosuiencN Review Committee tor Obstetrics (iynecologv has 
receiitK redrafted the document tnitlinini: reniMreinents for an 
approved residency tram in c prt>j:ram in Obstetiics and ()> ncct)loi:\ . 
Ihcsc changes have signiticantl> evpandod the retjuired scope ol 
irainiiie and the degree ol resident involvement in iiuluced abortion. 
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in I'chriiarv. ihesc rcquircnicius were adoptoil b\ the Aeereditadon 
C*ouiieil tor (iriuliuile Metlual KducaluMi t.\('(iMI:) lor use in o^aliunuiii 
and accredit I II g resuleney programr. in in\ specialty. I'liese IVoiirjin 
Requiretnetits beeoiiie effective J;inuar\ 1. 1^)90. 

After that time, "hands on" experience with elective abortion will be 
a rc(]uircd component of an approved residency iraining program in 
obstetrics and gynecology. Under current guidelines, a program may 
tulfill lis requirement to provide exposure to abortion by provitlmi: 
residents uitli exposure to patients bcmii ireaied for spontaneous 
incomplete nbortions or missed abortion^. The new reqniremeniN 
require involvement with induced abortion. Although an indiMdual 
trainee may invoke moral grounds to excuse himself from 
participating, no approved pro gram , or prog ram director , may excuse 
tliemselves. As a requirement of certification, they are required to 
make such training available. 

These changes in Program Requirements were not enacted to correct 
an educational void. As noted earlier, the basis of the tcchnicnl skills 
involved in performing an abortion, i.e.. the use of a suction curette 
to evacuate a pregiuuU uterus, is a common part of current training 
programs used to treat women with spontaneous abortions. 
1 iifortuniitely. exposure to women with complic;itions of induced 
abortion is also common. There is no educational agenda in 
these chiHij;ed require tiients; there is only a political 
a >i c n d a . 

The number of obstetricians gyiu'cc^loj-Msts in the United Slates 
uilling to perform an elective abortion is declining. 1 he cxisuhkc ol 
this aborliontst shortage" is acknow lediied by individuals 
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rcu.irJU'ss i>l ilicrr mows on ihc rolf of clt'vir\c .iborlion in our 
sociclN. Irtiiood. in ni\ pari of ihc coirniry. llic sliorlagc of 
abortionists rs beginning to Imiii availabllii> of services. Tlie causes 
of the ■'aboriioriisi-shortage" arc multlfactoral aiul complex, and I 
would be glad lo address i\m issue later if asked by the coniniitiee. 
But, I assure you. lack of "curreticnieni skills" Is not the cause of this 
shortage. Changes In our residency training requirements were not 
intended to remedy some great educational deficiency, but !0 try to 
rehabilitate the aborilonists linage and to make all resident trainees 
active participants in the preforming an elective abortion. 1 repeat, 
there is no ctlucalional agenda in these changed rei|inremenis; there 
IS only a political agenda 

The political motivation behind tii^'-e changes is a matter of public 
record. In the appended references (2.3,4), the clearly stated 
intention of those supporting changes in the residency curriculum is 
to attempt to disseminate abortion services and rehabilitate the 
image of the abortionist. The mandate that a resident trainee 
participate m elective abortions, and In most programs the 
reijuirement lo aciualh preform elective abortions, is not intended to 
broaden the resulent's surgical skills, but rather to make the resident 
a participant in the abortion process. The intent, openly stated, is to 
make sure all trainees have bloodied their hands during training, in 
the liope that they will lose their reluctance to make this procedure a 
part of their clinical practice. 

lo further examine the cUnm that resident trainees are inadequately 
prepared for the surgical aspects ol the abortion procedure, consider 
the paradoxical proposals that abortion services be provided by mid 
level prosiders. i e.. phvsicsaii assistants or ceitifiec'. nurse 
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piacUtioiKrNi5 1, ^tni caiil h.ivc il holh ^^a^^. Oik- can'i ariiuc thai 
ihc procedure is sophisikaicd iliai additional Miriucal irainine is 
required toi spcvialisi ph>sician»;. but the procedure can W easily 
preformed by mid level providers. I agree that there is a Icarutnu 
curve to ihe safe performance of a suction curettage on a woman 
with a viable intact pregnancy, but these curcdage skills are rapid!) 
acquired, and current training programs provide a solid basis for 
these surgical procedures. 

There is appropriate ci>nccrn about this comniiltee. t>r an\ 
government body, involving itself with the content of a medical 
education curriculum. In almost all cases I would agree thai the 
government should never micromanage educational content of 
medical training programs. But this is not an educational issue: this 
IS a political issue and political solutions arc absolutely appropriate. 

My concerns are both personal and global. 1 am a faculty 
member of a residency training program. Our program made a 
decision in tiic mid l'')7()'s not to teach elective abortion as part of 
our curriculum. This decision \\as based on economic rather than 
moral issues. Regardless o! our reason, the failure to teach the 
technique of elective abortion has never been a factor in the 
approval of our program b\ an accrediting agenc\. I understand that 
if the proposed changes become effective. I would never be forced to 
participate m the performance of abortion; but I am distressed that, 
to keep my current job. I would be forced to cooperate in an 
educational mission that espouses these objectives. 'l*o mo. a "non- 
combatant' woikmg to advance amoral objectives bears sii:iuficant 
culpabilUN. How « ouid a pro life physician ever bectMiie a Program 
Director it leqmrtd ti^ teach this curriculum? How ci^uld any Catholic 
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hospital support such a irainiiii! pio<:iain. o^oti it ris (r.iinoos went 
olsowhcrc lo ohiam ihc skrlls? SliouUiii'l proiMain thrcciors have 
freedom of choice lo decide if a niorall\ com rovers lal area is 
included in their prom am? Wheie does a pro life niedieal siudeiu 
obiain traininii in an abortion free environment? 

I am also concerned about the future direction of a specially 1 love. 
Alniosi all of us ^vho entered obstetrics and gynecology did so in a 
sense of avve invnlvmi: the birili prtKoss. We are a self selected 
iiroup. The new reipurements may fundameiualK chance the s,va> 
our specialty wi\[ be vie^^ed b\ medical students niakiu}: careei 
choices Whether consciously or suhconsciousl) . pro life students uill 
eliminate this as a career option early in their training. They will 
recognize that they can never be an abortionist, preform an abortion 
in training, or wish to he associated with a program heavily involved 
in terminating pregnancies. The will simply enter some other 
specialty. This change in residency requiremenis will effect the 
fundamental nature of our specialty. 

We all agree that the use of elective abortion foi termination i>f a 
living pregnancy is one of the most divisive lssue^ in our society. 
'Ihere is no iMie here who hasn't thought at length about the nu>rality 
and ethics of elective abortion. 1 concede that individuals, acting in 
good faith, can have deeply felt polar views. Current obstetrics and 
gynecology training rules have allowed sufficient flexibility so that 
tramecN. faculty members, and program sponsors can all 
accomnuidatc themseKcs to its ictpiircmcnts. Ilie new 
rociuiremcnts are a politicalK inspired coercive attempt to push this 
equilibiium t«> the left. 
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Chairman HOEKSTRA. Thank you. 
Dr. Ling. 

STATEMENT OF FRANK W. LING, M.D., FELLOW, AMERICAN 
COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS 

Dr. Ling. Good afternoon. I am Frank W. Ling, a practicing ob- 
stetrician-gynecologist, and I am pleased to testify on behalf of the 
American College of Obstetricians and Gynecologists. I am also 
Professor and Chairman of the Department of Obstetrics and Gyne- 
cology at the University of Tennessee, Memphis. 

As an organization committed to assuring that women*s health 
care meets the highest standard, ACOG supports the ACGME 
abortion training requirement. Abortions are a legal medical proce- 
dure, and the safety of the patient is our paramount concern. 
Training in induced abortion is necessary to prepare doctors for a 
variety of complications in situations that will arise in their career. 
This training is a benefit whether or not abortions are performed 
as a part of their practice. 

For example, having knowledge of abortion techniques allows the 
physician to answer questions his or her patient may raise and pro- 
vide better counseling. Furthermore, while training the manage- 
ment of complications of abortion is critical, it cannot replace train- 
ing in induced abortion. Every day in the real world doctors are 
faced with complicated procedures. The outcomes are often the dif- 
ference between life or death, depending on the experience and 
training of that physician. 

Some real v/orld examples may demonstrate my point. For exam- 
ple, an 18 year old girl in rural America with cystic fibrosis in her 
second trimester of pregnancy; due to her cystic fibrosis, she suffers 
acute respiratory compromise and termination of the pregnancy is 
necessary to save her life. There is only one physician who is ade- 
quately trained to perform this procedure within a 100 mile radius. 

As a second example, a 25 year old woman who suffers massive 
internal injuries in a car accident that has resulted in the death 
of her 18 to 20 week fetus. She arrives in the emergency room, and 
the OB-GYN on call has not been trained in abortion. The delay 
while searching for a physician trained in various techniques could 
result in significant deterioration of the woman's health and pos- 
sibly death. 

A third example, the woman who receives her first prenatal care 
visit at 18 to 20 weeks of pregnancy. Her ultrasound reveals that 
the fetus has anencephaly, the incomplete formation of the brain 
and head that is incompatible with life. After making the wrench- 
ing decision to abort her fetus, there is no doctor within 250 miles 
who is able to perform the abjrtion. She must wait at least a week 
for the surgery if she can arrange transportation to the provider 
who can do the procedure. 

These are just three specific scenarios that one of my colleagues 
faced in just the last year. From these examples, you can imagine 
the large numbers of dilemmas women face that OB-GYNs must 
address on a national level. 

Lack of training in induced abortion in any of these situations 
could result in very serious medical consequences for women who 
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rely on OB-GYNs to provide skilled treatment^ treatment that 
may, in fact, save their lives. 

You have heard about the ACGME requirements. I would like to 
emphasize three points. 

Number one, the requirements have undergone serious scrutiny 
from physicians experienced in medical education who have in 
their best medical judgment found abortion training to be appro- 
priate and necessary for OB-GYN residents. Not only were these 
discussions part of the ACGME process, but the requirements were 
also discussed in the AGOG forums throughout and around the 
country. 

Point number two, continuing negotiations to improve the lan- 
guage are ongoing, and we have the results of those today. AGOG 
is supportive of tnese efforts and believes that they offer the best 
opportunity for resolution in recognizing individual and institu- 
tional concerns on this very volatile issue. 

Number three, congressional override of the ACGME require- 
ments would represent an unprecedented involvement in the pri- 
vate educational accreditation process. Never before has an over- 
ride of any educational standards been proposed. The consequences 
of such intrusion are not insignificant. Quite frankly. Congress is 
simply not equipped to make decisions about what is or is not ap- 
propriate medical care and training any more than I am qualified 
to dictate the rules of this committee. 

I urge the committee to reject any such proposal. Notwithstand- 
ing the importance of adequate training in abortion techniques, 
ACOG believes that physicians must retain the right to make 
choices about their own practice. Many well respected leaders in 
the college, like Dr. Elkins and others, have chosen not to perform 
abortions because of their own personal views. Accordingly, we sup- 
port the ACGME provisions that exempt residents and institutions 
who oppose the training on moral, legal, or religious grounds. 

However, it is ACOG^s position that appropriate exposure to and 
training in abortion techniques must be tne rule, while exemptions 
for those who choose not to participate must be the exception. 

I appreciate the opportunity to testify today, and I will be happy 
to answer any questions committee members may have. 

[The prepared statement of Dr. Ling follows:] 
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AMERICAN COLLEGE OF OBSTETRICL\NS AND GYNECOLOGISTS 

Good afternoon, I am Frank W. Ling, MD, a practicing obstetrician -gynecologist and 
Professor and Chairman of the Department of Obstetrics and Gynecology at the 
University of Tcimessee, Memphis. On behalf of the American College of Obstetricians 
and Gynecologists (ACOG). I am pleased to testify in support of the Accreditation 
Council on Graduate Medical Education (ACGME) abortion training requirements for 
residents in obstetrics and gynecology. ACOG is a national organization representing 
more than 35, CXX) physicians dedicated to improving women's health care. I am a Fellow 
of ACOG and have worked on educational issues as a member on its Committee on 
Scientific Program, the Committee on Annual Clinical Meeting, and its Primary 
Carc/Prevenlive Health Task Force. Currently, I am Chair of the Tennessee Section of 
ACOG. I also am a Council Member of the Council on Residency Education in 
Obstetrics and Gynecology (CREOG). 

As an organization committed to assuring that women's health caiv meets the highest 
standard of medical core, ACOG supports the recently approved ACGME requirements 
proposed by its Rcsilency Review Committee (RRC) on Obstetrics and Gynecology, 
including the rcquirf ments for training in induced abortion, except for those residents 
and institutions with religious, moral, or legal objections to abortion. Wc believe ob- 
gyns need to be wcU-trained in alt aspects of women's health. 

Abortions are a legal, medical procedure and the safety of the patient is our paramount 
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concern. Physicians need to be trained and prepared to handJc a variety of complications 
and situations related to abortions, whether or not they personally preform them. 

Having knowledge of abortion techniques allows a physician to answer questions his or 
her patient may raise. The answer to these questions may discourage a woman from 
having an abortion, or she may seek care from another provider, but she is entitled to 
the information to make an informed decision about her options and ob-gyns who 
women rely on for care need to be trained in how to provide counseling and information 
related to abortion. 

Furthermore, while training in the management of complications of abortion is critical, 
it cannot serve as replacement for training in induced abortion. Changes that occur in 
a pregnant uterus present a more complicated situation for a doctor to manage. The 
technique and procedure of induced abortion is different and more complicated than a 
routine D and C or evacuating a uterus that has undergone a spontaneous abortion or a 
missed abortion. Every day, in the real world, doctors are faced with complicated 
procedures with the outcomes often being life or death, depending on the experience and 
training of that physician. Some of these real world scenarios include: 
• an cightecn-year-old girl in rural America with cystic fibrosis in her second 
trimester of pregnancy. Due to her cystic fibrosis, she suffers acute respiratory 
compromise and termination of the pregnancy is necessary to save her life. There 
is only one physician who is adequately trained to perform this pn>cedure within 
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an one- hundred- mile radius. 

• the twcnty-fivc-year-old woman who suffers massive internal injuries in a car 
accident that has rcsuhcd in the death of her twenty-thrte-wcek fetus. She arrives 
in the emergency room and the ob-gyn on call has not been trained in abortion. 
The delay while searching for a physician trained in various techniques of late 
trimester abortion could result in significant deterioration of the woman's health 
and, possibly, death. 

• the woman who receives her first prenatal care visit at eighteen to twenty weeks 
of pregnancy. Her ultrasound reveals that the fetus has anenccphaly - the 
incomplete formation of the brain and head that is incompatible with life. After 
making the wrenching decision to abort her fetus, there is no doctor within two 
hundred and fifty miles who is able to perform the abortion, and she must wait 
a week for the surgery, if she can arrange transportation. 

Tliese are just three scenarios that any one of my colleagues may face in one year. Lack 
of training in induced abortion in any of these situations could result in very serious 
medical consequences for women who rely on ob-gyns to pix)vide skilled treatment - 
treatment that may in fact save their lives. 

The ACGME requirements for residency programs in obstetrics and gynecology have 
been developed with the recognition that residents must receive training in the full range 
of health services available to women, including training in induced abortion. The exact 
language of the requirements reads. 
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Experience with induced abortion must be a part of residency education 
except for residents with moral or religious objections. This education 
can be provided outside the institution. Experience with management of 
complications for abortion must be provided to all residents. If a 
residency program has a religious, moral, or legal restriction which 
prohibits the residents from performing abortions within the institution, 
the program must ensure that the residents receive a satisfactory education 
and experience managing complications of abortion. Furthermore, such 
residency programs must have mechanisms which ensure that residents in 
their program who do not have religious or moral objections r^*eivc 
education and experience in performing abortions at another institution. 

These requirements have undergone serious scRjtiny from many respected physicians 
experienced in medical education who have, in their best medical judgment, found 
abortion training to be appropriate and necessary for ob-gyn residents. Tliey were 
presented at multiple Council on Residency Education in Obstetrics and Gynecology 
(CREOG) program director meetings, numerous local ACOG mcciings, and several 
ACOG Executive Board meetings. As the ACGME has testified, the revised training 
requirements were subject to a year of intense external review and public comment, 
during which all views were taken into consideration. The requirements were finalized 
in Fcbrtiary, 19^, J,'4nd are scheduled to go into effect iaJanuary, 1996. 
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Recognizing that there still remains legitimate concerns and questions about portions of 
the requirements from several institutions, it is appropriate for further discussions to take 
place between the accrediting body and those concerned institutions. ACOG supports 
those efforts and understands progress is being made. Clearly, all those directly 
involved in developing and implementing these requirements must work together to 
ensure that residency training is not compromised by controversy over this issue. 
However, ACOG does feel strongly that this process must remain free of legislative 
intrusion. Congressional override of the ACGME requirements would represent an 
unprecedented involvement in the private educational accreditation process. Never 
before has an override of educational standards been proposed and such a proposal 
represents an unwarranted intrusion into the ability of the medical profession to determine 
the appropriate level of training and education required for the practice of medicine. The 
implications of such an override are not insignificant. Congress is simply not equipped 
to make decisions about what is or is not appropriate medical care and training, and I 
urge this Committee to reject any such proposal. 

Notwithstanding the importance of adequate training in abortion technique, ACOG 
believes that physicians must retain the right to make choices about their own practice. 
Many well -respected leaders in the College have chosen not to perform abortions because 
of their own personal views. Accordingly, we support the ACGME provisions that 
exempt from training those residents and institutions who oppose the training on moral, 
legal, or religious grounds. However, it is ACOG's position that appropriate training 
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in abortion techniques must be the standard of education, while exemptions for those 
individuals and institutions whc$ choose not to participate must be the exception. 

In conclusion, ACOG and the ACGME as well as other medical institutions and 
organizations, arc bound to ensuring that physicians have the education necessary to 
perfomi their duties as a physician, including the medical procedure of abortion. For 
these reasons, ACOG believes that the ACGME requirements on abortion training must 
be retained as long as abortion is a legal medical procedure in this countr>'. I urge the 
Committee to reject any legislative attempts to override these requirements. Thank you 
for the opportunity to testify today. I would be happy to answer any questions 
Committee members may have. 
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Chairman Hoekstra. Thank you. 
Dr. Levatino. 

STATEMENT OF ANTHONY LEVATINO, M.D., J.D., ASSISTANT 
CLINICAL PROFESSOR, ALBANY MEDICAL CENTER OF OB- 
STETRICS AND GYNOCOLOGY 

Dr. Levatino. Members of the committee, thank you for the op- 
portunity to speak to you today concerning the recent adoption of 
new training guidelines by ACGME, the Accreditation Council of 
Graduate Medical Education. 

My name is Anthony Paul Levatino. I graduated from Albany 
Medical College in Albany, New York, in 1976, and completed a 
four-year residency in obstetrics and gynecology in 1980. During 
those four years, I learned to perform first and second trimester 
abortions. 

I entered private practice in 1980 and regularly performed abor- 
tions on patients who were up to 20 weeks pregnant. I stopped per- 
forming all abortions in 1985 and continued my private practice. 

In 1993, I graduated from Albany Law School. Currently I am an 
Assistant Clinical Professor of Obstetrics and Gynecology at Albany 
Medical College, where I serve on the faculty. I am also of counsel 
to a Troy, New York, law firm which dedicates the majority of its 
efforts to medical malpractice defense of physicians and hospitals. 

ACGME*s mission is to identify and institute appropriate guide- 
lines and oversight to insure quality resident medical education in 
approximately 26 medical specialties. Its highest and most noble 
purpose is to assure the public that residency program graduates 
possess the skills necessary to competently care for their patients, 
thereby enhancing public health and safety. Patient safety is clear- 
ly the primary goal. 

When ACGME's mission is evaluated in this light, the new ob- 
stetric residency training guideline which mandates training in 
elective abortions makes no sense whatsoever. As I look at this par- 
ticular new regulation and examine published statements made by 
members of ACGME and other proponents of this particular guide- 
line, it is patently obvious to me that the onlv real purpose it 
serves is to attempt to increase the number of abortionists, a goal 
totally outside of ACGME's competence and concern. 

No one questions that obstetricians who do perform abortions 
must be fully trained to perform them safely and effectively. Yet 
I have seen no evidence whatsoever that these guidelines were for- 
mulated in response to a documented increase in the number or se- 
verity of complications secondary to elective or induced abortions 
resulting from a lack of appropriate training of obstetrician-gyne- 
coloEfists 

In the April 15, 1995, issue of OB~GYN Ne\vs, Dr. William An- 
drews, President of the American College of Obstetricians and Gyn- 
ecologists, admitted that "the abortion training requirement was 
inserted in response to a perceived need," a perception that there 
is a shortage of physicians trained to do abortions. That perception, 
I submit, is faulty. 

A major goal of most of the revised guidelines was to increase the 
amount of training obstetrical residents receive in primary care. 
The revisions taken as a whole serve that purpose well, but in 
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making abortion training mandatory, ACGME drafted a require- 
ment which is expressly coercive in the case of institutions, many 
of which have longstanding prohibitions against performing or fa- 
cilitating the performance of abortion. 

By their nature, this guideline will also serve, in my opinion, to 
coerce individuals as well. Abortion is very different from all other 
medical procedures. The Supreme Court acknowledged this in Har- 
ris V. McRae in 1980. Only in the active abortion is a living, grow- 
ing, health human being deliberately destroyed, yet these new 
guidelines mandate that experience with induced abortion must be 
part of the training of every OB-GYN resident. The sole exemption 
is for residents with moral or religious objections to abortion. 

Private hospitals, even those with a religious affiliation, are not 
exempt. Obviously these comments were prepared before this revi- 
sion. 

Those institutions that are not willing or able to train residents 
to do abortions on site must insure that residents who have no ob- 
jection are trained elsewhere. The penalty for noncompliance is loss 
of accreditation. 

In promulgating such a requirement, the ACGME not only has 
the unusual distinction of being both anti-life and anti-choice at the 
same time, but has also mandated a requirement which flies in the 
face of both Federal law and the laws of a vast majority of States, 
Forty-one States currently confirm an express statutory right upon 
private hospitals to refuse to participate in abortions. Two other 
States, New York and West Virginia, confer such a right upon per- 
sons, a broader term that likely includes hospitals. 

Thirty-three States have civil liability and/or disciplinary or 
other retaliatory action against private hospitals based on their re- 
fusal to perform abortions. These figures make clear that this 
ACGME guideline would conflict with explicit statutory safeguards 
in the vast majority of States. 

These figures are actually conservative because they do not take 
into account those jurisdictions that may bar discriminatory treat- 
ment of hospitals that refuse to perform abortions on jurispru- 
dential or constitutional grounds. 

That ACGME*s program requirements would permit abortions off 
site does not cure the defect or make them any less coercive. In at 
least 25 States, the relevant statutory language on its face is either 
plainly or arguably broad enough to exempt hospitals from indirect 
participation in abortions. 

Federal law is also implicated. The Religious Freedom Restora- 
tion Act of 1993 prohibits Federal and State governments from sub- 
stantially burdening the free exercise of religion unless the State 
can demonstrate that the law furthers a compelling governmental 
interest and is the least restrictive means of lurthering that inter- 
est. 

This would include State licensing and accrediting agencies, as 
well as entities to which licensing and accrediting functions are 
delegated by the State. 

As the majority of States permit private hospitals to refuse to 
participate in abortions, it would be very difficult to successfully 
argue that the ACGME guidelines further a compelling govern- 
mental interest or do so by the least restrictive means, A case in 
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which a religious hospital was required to provide abortions was 
repeatedly cited in congressional testimony that led to the enact- 
ment of the Religious Freedom Restoration Act in the first place. 
Forcing religious hospitals to participate in abortions is precisely 
one situation the RFRA was intended to prevent. 
It is my understanding that Congressman Hoekstra is consider- 



and programs from discrimination based on a refusal to be trained, 
train, or arrange for training in the performance of abortions. In 
my opinion, sucn legislation is urgently needed. 

Despite the consensus on policy of the vast majority of States, 
the kind of discrimination through accreditation standards that re- 
sults from the ACGME abortion training requirement may well fall 
between the cracks of the law and not be effectively countered by 
existing laws for a number of reasons. 
First, not all States have protective laws. 

Two, not all laws protect residency programs, as well as individ- 
uals. 

Three, not all laws protect against being forced to arrange abor- 
tion training at another physical location. 

Four, there is not a consensus in the case law as to whether 
ACGME*s own actions can be seen as State action. Consequently, 
some conscience clauses would not directly protect against ACGME 
requirements. 

Five, there is very little case law clarifying the meaning and 
breadth of State conscience clause laws. So their application to the 
situation is uncertain. 

In conclusion, this particular ACGME policy poses a new and in- 
sidious problem in governmental discrimination. Under the guise of 
educational accreditation standards, it imposes an ideological policy 
which State and Federal governments would then, however unwit- 
tingly, enforce by their traditional reliance on this organization for 
licensure and eligibility for Federal assistance. It is a new national 
problem that deserves Federal scrutiny and action. 

Thank you. 

[The prepared statement of Dr. Levatino follows:] 
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Anthony P. Levatino, M.D. , J.D. 

Ladies and gentlemen, thank you for the opportunity to speak 
to you today concerning the recent adoption of new training 
guidelines by the ACGH£ (Accreditation Council of Graduate 
Medical Education). My name is Anthony Paul Levatino. I 
graduated from Albany Medical College in Albany, Mew York in 197 6 
and completed a four-year residency in obstetrics and gynecology 
m 1980. During those four years I learned to perform first and 
second trimester abortions. I entered private practice in 1980 
and regularly performed abortions on patients who were up to 
twenty weeks pregnant. I stopped performing all abortions in 
1985 and continued my practice- In 1993, I graduated from Albany 
Law School in the top two percent of my class. Currently, I am 
an assistant clinical professor of obstetrics and gynecology at 
Albany Medical College where I serve on the faculty. I am also 
of counsel to a Troy, New York law firm which dedicates the 
majority of Its efforts to medical malpractice defense of 
physicians and hospitals. 

ACGME*s mission is to identify and institute appropriate 
guidelines and oversight to ensure quality resident medical 
education in approximately twenty-six xedical specialties. It's 
highest and most noble purpose Is to assure the public that 
residency program graduates pcssess the skills necessary to 
competently care for their patients thereby enhancing public 
health and safety. Patient safety is clearly the primary goal. 
When ACOME's mission is evaluated in this light, the new 
obstetric residency training guidelines which mandate training m 
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ttloctive abortion make no sense whatsoever. 

As I look at this particular new re^ulatioc and examine 
published statement j made by menbers of ACGME ar.d other 
proponents of this particular guideline, it is patently obvious 
to me that the only real purpose it servos is to attempt to 
increase the number of abortionists - a goal totally outnide of 
ACGME *s competence and concern. No one questions that 
obstetricians who do perform abortions must be fully trained to 
perform them safely and effectively. Yet, I have seen 3H0 
evidence whatsoever that these guidelines were formulated in 
response to a documented increase in tho number or severity of 
complications secondary to elective or induced abortion resulting 
from a lack of appropriate training of obstetrician- 
gynecologists. In the April 15, 1995 issue of Ob-Oyn News, Dr. 
William C. Andrews, president of the American College of 
Obstetricians and Gynecologists, admitted that "the abortion 
training requirement was inserted m response to a perceived 
need" - a perception that there is a shortage of physicians 
trained to do abortions. That perception, I submit, is faulty. 

A major goal of most of the revised guidelines was to 
increase the amount of training obstetrx.- .-l residents receive in 
primary care. The revisions taken as a whole serve this purpose 
well but in making abortion training mandatory, ACGME drafted a 
requirement which i» expressly coercive in the case of 
institutions, many of which have longstanding prohibitions 
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against performing or facilitating the performance of abortions. 
By their nature, this guideline will also serve, in my opinion, 
to coerce individuals as well. 

Abortion la t/ery different frorr all other medical 
procedures. The Supreme Court acknowledged this in Harris v. 
HcRae in 1980. Only in the act of abortion is a living, growing, 
healthy human being deliberately destroyed. Yet, these new 
guidelines mandate that experience with induc»d abortion must be 
part of the training of every Ob-Gyn resident. The sole 
exemption is for residents with mora! or religious objections to 
abortion. Private hospitals, even those with religious 
affiliations, are not exempt. Those institutions that are not 
willing or able to train residents to do abortions on site must 
ensure that residents who have no objection are trained 
elsewhere. The penalty for noncompliance is loss of 
accreditation. 

Tn promulgating such a requirement, the ACGME not only has 
the unusual distinction of being both anti-life and anti -choice 
at the same time but has alto mandated a requirement which flies 
in the face of bcth federal law and the laws of a vast majority 
of states. Forty-one states currently confer an express 
statutory right upon private hospitals to refuse to participate 
in abortions. Two other states (New York and West Virginia) 
confer such a right upon "persons" - a broader term that likely 
includes hospitals. Thirty-three states bar civil liability 
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aad/or disciplinary or othet' retaliatory action against private 
hospitals based on their refusal to perform abortions. These 
figures make clear that this ACOME's guideline would conflict 
with explicit statutory safeguards in the vast majority of 
states. These figures are actually conservative because they do 
not take into account those jurisdictions that may bar 
discriminatory treatment of hospitals that refuse to perform 
abortions on jurisprudential or constitutional grounds. 

That ACGME's prograr. requirements would permit abortions 
off-site dees not cure the defect or make them any less coercive. 
In at least twenty-five states, the relevant statutory language 
on its face is either plainly or arguably broad enough to exempt 
hospitals from indirect participation in abortions. 

Federal law is also implicated. The Religious Freedcri 
Restoration Act of 1993 prohibits federal and state governments 
form substantially burdening the free exercise of religion unless 
the stace can demonstrate that the law furthers a con.pelling 
governriental interest and is the least restrictive means of 
furthering that interest. This would include state licensing and 
accrediting agencies as well as entities to which licensing and 
accrediting functions are delegated by the stats. As the 
majority of states permit private hospitals to refuse to 
participate in abortions, it would be very difficult to 
successfully argue that the ACCME guidelines further a compelling 
governmental interest or do so by the least restrictive means. A 
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case in which a religious hospital was required to provide 
abortions was repeatedly cited in Congressional testimony that 
led to the enactrTtent of The Religious Freedom Restoration Act in 
the first instance. Forcing religious hospitals to participate 
in abortions is precisely one situation the RFRA was intended to 
prevent . 

It is my understanding that Congr«ssrian Hoekstra is 
considerr.ng the introduction of legislation designed to protect 
individuals and programs from discrimination based on a refusal 
to be trained, train or arrange for training in the performance 
oi abortions. In my opinion, such legislation is urgently 
needed. Despite the consensus on policy of the vast majority of 
states, the kind of discrimination through accreditation 
standards that results from the ACGME abortion training 
requirement may well fall between the cracks of the law and not 
be effectively countered by existing i3ws for a number of 
reasons . 

1) Not all states have protective laws. 

2) Not all laws protect residency programs as well as 
mdi vidua 1 s . 

3) Not all laws protect against being forced to arrange 
abortion training at other physical locations. 

4) There is not a consensus in the case law as to whether 
ACGHE's own actions can be seen as "state action". 
Consequently, some conscience clauses would not 
directly protect against ACOME requirements. 

5) There is very little case law clarifying the meaning 
and breadth of state conscienc* clause laws, so their 
application to this situation is uncertain. 
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In conclusion, this particular ACGME policy poses a new and 
insidious probltm in governmental discriT.ination . Under the 
ouise of educational accreditation standards, it imposes an 
ideological policy which state and federal governments would then 
(however unwittingly) enforce by their traditional reliance on 
this orgeniration for licensure and eligibility for federal 
assistance. It is a new national problem that deserves federal 
scrutiny and action. 



Chairman Hoekstra. Thank you. 
Dr. Smith. 

STATEMENT OF PAMELA SMITH, M.D., DIRECTOR OF MEDICAL 
EDUCATION, MT. SINAI MEDICAL CENTER 

Dr. Smith. Thank you. 

My name is Dr. Pamela Smith, and I am the President Elect of 
the American Association of Pro-Life Obstetricians and Gyne- 
cologists. It is this organization that I am officially representing 
today, but I also happen to be Director of Medical Education in the 
Department of Obstetrics and Gynecology in Mt. Sinai Hospital in 
Chicago, Illinois. 

The recent ACGME ruling which mandates that all obstetrics 
and gynecology training programs provide abortion training for 
residents has nothing to do with education. It represents a brazen 
attempt by politically isolated leaders in organized medicine, in co- 
operation with the National Abortion Federation, to coerce individ- 
uals and institutions that are morally opposed to abortion into be- 
coming intimately associated with abortion providers. 

This ruling also promotes the false premise that all physicians 
within our society support abortion on demand as national policy 
when, in fact, there is both moral and medical division within the 
medical profession of the validity of such a practice. 

The Supreme Court decision of Roe v. Wade has perhaps inad- 
vertently created an environment in America where two stark 
human realities are competing against each other resulting in radi- 
cally different health care agendas for complex medical-social prob- 
lems. Indeed, it is the pitting of the needs of the mother against 
those of her unborn child that accounts for the continued divisive- 
ness of the practice of abortion within our country at large, but per- 
haps more importantly, within the practice of the specialty of ob- 
stetrics and gynecology. 

Although this fundamental conflict is painfully obvious, the pro- 
posed ACGME mandate completely ignores it, complaining instead 
that it is a lack of education and training that is responsible for 
a perceived need for abortion providers. 

Nothing could be further from the truth. Mandated abortion 
tiaining will not teach a single OB-GYN resident anything new. 
The surgical techniques that are utilized in the treatment of still- 
births and miscarriages are identical to the ones performed in elec- 
tive abortions. The major difference is that abortion involves per- 
forming these procedures on a patient whose baby is still healthy 
and very much alive. 

What mandated abortion training will succeed in doing, however, 
is to open the floodgates for pro-abortinn propaganda campaigns to 
descend upon every residency training program in America, and al- 
though the mandate was for OB-GYN programs alone, family prac- 
tice programs have been targeted and similarly inundated as well. 

Mandated abortion training is not needed in order for those who 
support unrestricted abortion access to have opportunities to pro- 
vide this type of training for those who desire it. Eighty-nine per- 
cent of current training programs offer optional experience with 
first trimester procedures, and 82 percent off^er the same optional 
experience for second trimester. 
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Moonlighting opportunities currently exist for those residents 
who want to supplement their income by providing abortion serv- 
ices, and electives and fellowships can easily be developed to pro- 
vide experiences for residents and fellows who desire further train- 
ing, as well. 

The nonrepresentative nature that characterizes the leadership 
in organized medicine, especially that in obstetrics and gynecology, 
coupled with the longstanding practice of actively discriminating 
against those with different philosophies is legendary and acknowl- 
edged in both the academic and community-based clinical practices 
of our specialty. 

Although the members of the ACGME asserted they consulted 
the program directors in this initiative, as a member of the Asso- 
ciation of Professors of Gynecology' and Obstetrics who was present 
at the July 1992 retreat when the representatives of Region IV 
voted overwhelmingly to reject this proposal and to leave guidelines 
for abortion training as they currently existed intact, I can assure 
you that program director meetings are not exercises of representa- 
tive democracy, but that of academic dictatorships. In fact, the rec- 
ognition of this political reality is what led to the inclusion of the 
mandated abortion question in the nationwide sur\'ey that was con- 
ducted by my organization in the first place. 

When the 37,000 OB-GYNs in this country were asked, 59 per- 
cent voted against mandated abortion training. The AGOG has 
gone on record as endorsing abortion as a part of national health 
insurance, although 55 percent of the OB-GYN community is 
against tax dollars being used for this purpose. 

States whose citizens chose to pass pro-life legislation have been 
economically boycotted by the AGOG board, although 61 percent of 
OB-GYNs stated that AGOG should maintain either a neutral or 
pro-life position oh the abortion issue. 

It is also my understanding that the Medical Ethics Committee 
of the AGOG recommended that this proposal not be adopted as it 
clearly violates the moral conscience of institutions. 

Furthermore, this policy violates ACOG's own policy statement 
on abortion which begins by stating, "The abortion debate in this 
country is marked by serious moral pluralism. Different positions 
in the debate represent different but important values. The diver- 
sity of beliefs should be respected." 

How can AGOG claim truly to believe in its own policy when an 
institution which has moral opposition to abortion must make ar- 
rangements with and provide malpractice insurance for every resi- 
dent who desires training in an abortion clinic? 

From a pro-life perspective, this is like sending a pre-born infant 
to a concentration camp, but then proclaiming you are innocent be- 
cause you were just following orders and did not do the procedure 
yourself. 

Although the leaders in academic OB-GYN are reticent to listen 
to or consult with the clinicians in this country who practice their 
trade, they readily receive and act on input given to them by rep- 
resentatives and supporters of the abortion industry. 

In a 1992 article published in Obstetrics and Gynecology, Dr. 
David Grimes, in consultation with ll.c National Abortion Federa- 
tion, argues that abortion needs to be mainstreamed into all resi- 
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dency training programs and incentives devised to encourage doc- 
tors to do something that many of us find distasteful. He ends the 
article with a quote from another similarly minded physician who 
declares, "The medical profession must be educated to the fact that 
abortion is no longer a favor to bestow, but rather an obligation to 
perform." 

It is no coincidence that within three years, the ACGME decided 
in the name of education to make the provision of abortion training 
mandated for all programs. 

Finally, I would be remiss if I did not mention that there are 
negative medical consequences that are frequently suffered by 
women who submit themselves for abortion procedures. Physicians 
who categorically state that abortion is fundamental to comprehen- 
sive care for women, reproductive health, and economic freedom 
are apparently unaware of a statistical association between breast 
cancer and abortion. 

Since this topic is not covered in the OB-GYN scientific lit- 
erature, this may explain their ignorance, and clearly there would 
be no need for organizations such as Women Exploited by Abortion 
if post-abortion syndrome were not a reality. 

In summary, the ACGME mandate has nothing to do with edu- 
cation. Every single obstetrician-gynecologist in this country knows 
how to do an abortion. The problem for abortion advocates is that 
most physicians refuse to use their skills in this form of service, 
and tnat this includes physicians who support the decriminaliza- 
tion of abortion. 

This mandate has the clear purpose of mainstreaming abortion 
practice within the medical community and presenting to the 
American public the totally false impression that all physicians be- 
lieve that abortion is just another medical procedure, when clearly 
it is not. 

If ACGME is truly interested '.n providing educational opportuni- 
ties for residents who desire abortion training, they should attempt 
to mobilize the 47 percent of the OB-GYN community that stated 
in the nationwide survey that they would support abortion as a 
measure of fertility control and confine their educational activities 
to institutions .that share their moral values. They should not be 
allowed to use the power of accreditation, as Dr. David Grimes sug- 
gests, as an incentive to encourage doctors to do something that 
many of us find distasteful. 

Thank you. 

[The prepared statement of Dr. Smith follows:] 
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Summary of Testimony by Dr. Pamela Smith 
House Education Subcommittee on Oversight and Investigations 
June 14, 1995 

The recent rul ing by the Accreditation Counci 1 for 
Graduate Medical Educat ion ( ACGME ) which mandates that ail 
Ob/Gyn training programs provide abortion training for 
residents has nothing to do with education. Rather, it 
represents a brazen attempt by pol it ical ly isolated leaders 
in organized medicine, in cooperation with the National 
Abortion Federation, to coerce individuals and institutions 
morally opposed to abortion to become intimately associated 
with abortion providers. The ruling promotes the false 
notion that ail physicians within our society support a 
nationa 1 pol icy of abort ion on demand . In f act , there is 
both moral and medical division within the medical 
profession, and especially within the practice of the 
specialty of obstetrics and gynecology, as to the validity 
of this practice. 

The ACGME mandate claims that it is a lack of education 
and training that is responsible for a perceived need for 
abortion providers. Nothing could be further from the 
truth. Mandated abortion training will not teach a single 
ob/gyn resident anything new. The surgical techniques that 
are utilized in the treatment of stillbirths and 
miscarriages are identical to the ones performed in elective 
abortions . The major di f f erence is that abort ion involves 
performing these procedures on a patient whose baby is still 
very much alive and healthy. ' What mandated aoortion 
training will succeed in doing, however, is to open the 
floodgates for proabortion propaganda campaigns to descend 
upon every ob/qyn residency training program in America. 
Family practice programs have been targeted as well. 

When 37,000 ob/gyns nationwide were surveyed, 59% voted 
against a policy of mandated abortion training. The Medical 
Ethics Committee of the American College of Obstetrics and 
Gynecology (AGOG) recommended that such a policy not be 
adopted. Mandated abortion training is clearly not needed 
as over 80% of all training programs offer optional 
experience with both first and second trimester procedures. 
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And mandated training violates ACOG s stated policy on the 
decision to provide abortion services by individual college 
members . 

Statistics easily document that the leadership of the 
ACGME , and in academic Obstetrics and Gynecology, is 
reticient to listen to or consult with those ob/gyn doctors 
who practice the specialty and do the training. However, 
they readily receive and act upon input from representatives 
of the abortion industry. Dr. David Grimes has argued, in 
an article printed in the October 1992 edition of Obstetrics 
and Gynecology, that abortion needs to be mainstreamed into 
all residency programs and "incentives" devised to encourage 
doctors to do something that many of us find distasteful. 
And Dr. John Fishburne, in the February 1st edition of OBGYN 
News, is quoted as saying these requirements "carry a lot of 
weight" since "residents graduating from nonaccredited 
programs often have troable getting hospital privileges and 
board certification"... 

These statements reveal the true reason for a policy of 
forced abortion training: not education, but the fact that 
most physicians refuse to use their skills in this form of 
"service" ... including physicians who strongly support the 
decrimini lazat ion of abortion. Abortion advocates have 
therefore resorted to using a guise ot education to force 
their views and practices on others who do not. share them. 

ProJIfe physicians and institutions recognise from the 
daily aspects of our practice that abortion is not only 
fatal to preborn children but it is also harmful to women 
and serves as a destructive force against the American 
family. The ACGME shuld not be allowed to use its power of 
accreditation as one of the "incentives" to coerce doctors 
to participate in a practice many of us find morally and 
professionally repugnant. Instead, it should restrict 
itself to promoting ideals that are truly educational in 
nat ure . 
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Testimony of Pamela Smith. MI) 
Director of Medical Education. Department ofObsietncs and Gynecolog> 
Mt Smai NJedical Center 
Chicago. Illinois 



Subject Mandated Abortion Training in Ob Gyn Residency Programs 



House of Representatives 
Committee on Economic and Educational Opportunities 
Subcommittee on Oversight and Investigations 

June M. 1005 
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The recent ACGmE ruling which mandates that all 
Obstetrics and Gynecology training programs provide abortion 
training for residents has nothing to do with education. It 
represents a brazen attempt by politically isolated leaders 
in organized medicine, in cooperation with the National 
Abortion Federation, to coerce individuals and institutions 
that are morally opposed to abortion into becoming 
intimately associated with abortion providers. This ruling 
also promotes the false premise that all physicians within 
our society support abortion on demand as national policy 
when in fact there is both moral and medical division within 
the medical profession of the validity of such a practice. 

The Supreme Court decision of Roe vs Wade has, perhaps 
inadvertantly , created an environment in America where two 
stark human realities are competing against each other 
resulting in radically different health care agendas for 
complex medical/social problems. Indeed, it is the pitting 
of the needs of the mother against those of her unborn child 
that accounts for the continued divisiveness of the practice 
of abortion within our country at large, but perhaps more 
importantly within the practice of the specialty of 
obstetrics and gynecology. 

Although this fundament a 1 con flict is painfully 
obvious, the proposed ACGME mandate completely :qnores it, 
claiming instead that it is a lack of education aivJ training 
that is responsible for a "perceived need" for abortion 
providers. Nothing could be further from the truth. 
Mandated abortion training will not teach a single OBGYN 
resident anything new. The surgical techniques that are 
utilized in the treatment of stillbirths and miscarriages 
are identical to the ones performed in elective abortions. 
The major difference is that abortion involves performing 
these procedures on a patient whose baby is still healthy 
and very much alive. What mandated abortion training will 
succeed ii» doing, however, is to open the flood gates for 
proabortion propaganda campaigns to descend upon every 
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residency training program in America. And although the 
mandate was for OBGYN programs alone, Family Practice 
programs have been targeted and similarly inundated as well 
(see enc losure ) . 

Mandated abortion training is not needed in order for 
those who support unrestricted abortion access to have 
opportunities to provide this type of training for those who 
desire it. Eighty nine percent of current training programs 
offer optional experience witb first trimester abortion 
training and 82% offer the same optional experience for 
second trimester procedures, "Moonlighting- opportunities 
currently exist for those residents who want to supplement 
their income by providing abortion services and electives 
and fellowships can easily be developed to provide 
experiences for those residents and fellows who desire 
further training as well. 

The nonrepresentative nature that characterizes the 
leadership in organized medicine, (especially that in 
Obstetrics and Gynecology) coupled with the longstanding 
practice of actively discriminating against those with 
differing philosophies is legendary and acknowledged in both 
the academic and community based clinical practices of our 
specialty. Although the members of the ACGME asserted they 
"consulted" with Program Directors in this initiative as a 
member of APGO (Association of Professors of Gynecology and 
Obstetrics) who was present at the July 1992 retreat when 
the representatives of Region 4 voted overwhelmingly to 
reject this proposal and to leave guidelines for abortion 
training as they currently existed intact. I can assure you 
that Program Directors meetings are not exercises of 
representative democracy ... but that of academic 
dictatorships. In fact, the recognition of this political 
reality is what led to the inclusion of the mandated 
abortion question in the nationwide survey in the first 
place . 
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When the 37,000 OBGYNs in the country were asked, 59% 
voted against mandated abortion training. The ACOG 

(.lunerican College of Obstetrics and Gynecology) has gone on 
record as endorsing that abortion be a part of national 
health insurar.ee ... although 55% of the OBGYN community is 
against tax dollars being used for this purpose. States, 
whose citizens chose to pass prolife legislation, have been 
economically boycotted by the ACOG Board ... although 61% of 
Obstetricians and Gynecologists stated that the ACOG should 
maintain either a neutral or prolife position on the 
abortion issue. A former president of ACOG resigned in 
protest over the Boards hostile antiprolife policies. And 
physicians who have academic aspirations frequently state 
that to join a prolife organization is the "kiss of death" 
for an academic career. 

Comments, voluntarily offered by participants in the 
nationwide survey, are revealing as well. A nun.ber of 
pnysicians who identified themselves as prochoice thanked 
the AAPLOG (American Association of Prolife Obstetrics and 
Gynecologists) for doing the survey as the leaders of 
organized medicine, to their knowledge, had never polled the 
people they claim to represent on this' important matter. 
And one physician stated' he would be happy to join our 
organization... once he passed his boards. Apparently he 
knew that if It was discovered that he was prolife there was 
a good chance he would be failed. 

It is also my understanding that the Medical Ethics 
Committee of the ACOG recommended that this proposal not be 
adopted, as it clear ly violates the moral conscience of 
insti tut ions . Furthermore, this po] icy violates ACOG " s 
own policy statement on abortion which begins by stating: 

"The abortion debate in this country is marked by 
serious moral pluralism. Different positions in the 
debate represent different but important values. The 
diversity of beliefs should oe respected." 
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How can ACOG claim truly to believe in it<; own policy when 
an inst,itution, which has a moral opposition to abortion, 
must jr.ake arrangements .vith a.id provide malpractice 
insurance for every resident who desires training in an 
abortion clinic? From a prolife perspective, this is like 
sending a preborn infant to a concentration camp but then 
proclaiming you are innocent because you were just 
following orders and did not do the procedure yourself. 

Although the leaders in academic Obstetrics and 
Gynecology are reticent to listen to or consult with the 
clinicans in this country who practice their trade they 
readily receive and act on input given to them by 
representatives and supporters of the abortion industry. 
In e 1992 article, published in Obstetrics and Gynecology, 
Dr. David Grimes, in consultation with the National 
Abortion Federation, argues that abortion needs to be 
mainstrearaed into al 1 residency training programs and 
-incentives" devised to encourage doctors to do something 
that many of us find "distasteful-. He ends the article 
with a quote from another similarly minded physician who 
declared "the medical profession must be educated to the 
fact that abortion ir, no longer a favor to bestow but, 
rather, an obligation to perform". It is no coincidence 
that within 3 years the ACGME decided, in the name of 
education, to make the provision of abortion training 
mandatory for all training programs. 

Finally I would be remibs if I did not mention that 
there are negative medical consequences that are frequently 
suffered by worner. who submit thoir.selves for abortion 
procedures. Physicians who categorically state that 

abortion is fundamental to "comprehensive care tor women", 
reproductive health and econoT.ic freedon are apparently 
unaware of the statistical association between breast 
cancer and abortion. Since this topic is not covered in 
the ODGYN "scientific" literature this :riay explain their 
ignorance. And cieaily there wo.id be no need for 
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organizations s'jch as WEBA (Worren Exploited by Abortion) if 
postabortion syndrome were not a r'^ality. 



In summary, the ACGME n^andate has nothing to do with 
education. Every single obstetrican and gynecologist in 
::his country knows how to do an abortion. The problem for 
abortion advocates is that most physicians refuse to use 
their skills in this form of " service" and that this is 
true even for many physicians who support the 
decriminalization of abortion. 

This mandate has the clear purpose of ""mainstreaming" 
abortion practice within the medical community and 
presenting to the Ainerican public the totally false 
impression that all physicians bel ieve that abortion is 
just another medical procedure w!jen clearly it is not. In 
fact, Dr. John Fishburne, the Chairman of the RRC, 
commented in the February 1st edition of OBGYN News that 
initially ail institutions were required to provide the 
training on site and since only hospitals that meet RRC 
residency requirements receive aCGME accreditation, the 
requirements "carry a lot of weight ... Residents graduating 
from nonaccredited programs often have trouble getting 
hospital privileges and board certification, he added," 
These statements, by the RRC Chairman, document a profound 
lack of appreciation for what abortion is and what it means 
to many members of American society as well as the coercive 
intent of the ACGME mandate. 

-If the ACGME is truly interested in providing 
educational opportunities for residents who desire abortion 
training they should attempt to mobilize the 47% of the 
OBGYN cominunity that stated in the nationwide survey that 
they support abortion as a measure of fertility control and 
confine their "educational activities" to institutions that 
share their moral values. They should not be allowed to 
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use the power of accreditation, as Dr. David Grimes 

suggests, as an 'incentive to erxourage doctors to do 

something that many of us find distasteful". 

Prolife physicians and institutions recognize from the 

daily aspects of our practices that abortion is not only 
fatal to preborn children but is also harmful to women and 
serves as a destructive force against the Ajr.erican family. 
We refuse to use our surgical skills to perform a procedure 
that we can clearly see damages our patients and hurts our 
nation. We therefore implore that the power of 
accreditation not be used to promote abortion politics in 
America. The ACGME should restrict itself to prcmotinc 
goals that are truly educational in nature. 
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The foUowing is a letter sent Id the president of A.C O G appn^ing him and the executive 
board of the A.C.O.G of the A.A.P.LO.G. survey 

AAPLOG American Association of 
Pro Life Obstetricians and Gynecologists 



DwuclJ M*run. M 0 



PvncU e. Smith M D 



Konmid Prcm. M D 



M«nhrw J BuUtn M D 

DMd V ro\ty. M D 

DirMtMV 
DUtrictI 

CcraJd J fayt M r> 
DUtrlat n 

Trwk H. ColLer M D 
Bcmjftrd NsOunton VI D 

Dtatilctni 

Jolin J Choby. M D 
HiarJjrri L KJv«. M D 

OUUlettV 
Wcuon Sown SI D 
Willl«mF Colbton M D 

OUblctV 

Han* B Cdalrr M D 

J PhlUp TVt»«U1I. M D 

DUtzlct VI 

June* C Unn M D 

J^ul C Tonueh M 0 

oi«txict vn 

Ri/n P«ul. M D 

Dt«bl«t vhj 

M*rah«Jl Matthnr* M D 

RlcWd M •I'htime. M D 

Dittrlct CX 

WllU«jnJ Dignajr MD 

AiM*4 f DUtrtct 

Dynm CiJhovn. M D 



October 31, 1994 

WUlumC Andrews. MD 
President, A O.C 
MO KempsviUe Roid. Suite 2200 
Norfob., Virginia 23502 

De»r Doctor Andrews 

Thp A.C.O C may hJve somp interest in our recent polling of 37.000 obitetnnans 
iiid gynecologiso on the abortion issue The statistical restults are enclosed 

The quesljonnaires that were completed and returned totaled more than 9.000. 
almost a 7^% return rate, probably unprecedenled lor a questionnaire- on this 
issue. 

Having had the opportunity dunng the past several weeks to review the 
thousands ot cotninents on the reiums, I am also enclosing a compendium of 
some of the most salient and meaningful comments alons; with some of the most 
frequently repeated ones from both sides of the issue 

Because of the concerns expressed by many respondents that the results be 
tabulated accurately the P f S Medical Maiketing Group in Fairheld. New 
Jersey, was responsible for the mail out and the tabulations 

A C OC represenUUvcs are more lhan welcome to have access lo the completed 
quesDonnaires and coinments All of them wiU be kept available for perusal and 
reference We will be happy to converse with any ot the A C O G otficers and 
directors about the results of the poU and to conier wnlh Ihem as to iheir general 
reactions lo it 

Sincerely, 



Matthew J Bulfln, M D 
Secretary AAPLOG 
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editorial Office 

American Association of Pro Life Obstetricians & Gynecologists 
4701 North Federal Highway, Suitf B4 
Fort Lauderdale. Rorida 33308^«>T 



TolcphDnc- (305)771-0242 
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theFemale 
Patients. 



COMMENTARY 



Changing Attitudes of 
American Ob/Gyns on 
Legal Abortion 



Denis Cavanagh, MD, Daniel J. Martin, MD, David V. Foley, MD. Matthew 
). Bulfin, MD, Watson A. Bowes, |r, MD. )oseph L. De Cook, MP 



On J;mu;in 22. 1973. Uie US SuprciiiL- Court haiid- 
eU dovMi mo decisions- —Wr;r \ Wiuii- and Doc v 
liolion—x\\d\ struck duun abortion laws in all 
iUies.' ' It has since been stated that "aboruon rcinains 
the most divisive stxial issue of our Uine." and we cer- 
tainl> agree w ith this ' However, wc fail to understand 
why the execuuve board of the American College of 
ObatelnLians and GvnccologisLs lACCKJ) conunues to 
support legal i/ed abortion as "a woman s t'hoicc" 
when It may not even be in the best intcn'st of inatenuil 
ht-alth. llic l*W2 report of the Aincncan Medic.il 
Association's Counci! on St'icnlita' Affairs notes that 
althoL"<ih the risk ot maternal mortality from le}:al 
jbt>rtioii bctorc lf> wcelts' gestation is lower than tliai 
for childbirth, the lualcmal death rate from abortion 
nscs aK>ve the childbirth attcr this gestational 
ajic ' Gi\en this tact alone, it is no wonder that legal 
aboruon has bcfome a divisive issue 

The American Association ot IVo-Life 
Obstetncians and Gvnecologisis (AAPL(Xi) is a ret - 
ogni/ed special- interest group with m AC (XI. .ind we 
are increa.singly concerned about the parent ortani/a 
lion's otfjcial stance on the abortion is*.ue In .inswer 
to questions regarding its aN)rtion polic\. one ot our 
members receivt-d a cordial reply Irorii A('0(i on 
March 2. 1W4. stating twice thai "KO plus jiercent ol 
our Fellows appro\e ot abortion on demand" V>e 
senousK challenge this statement, because the entire 
AC(Ki fellowship ha> ne\er been .idequateK |K>lk'd 



NATIONAL SURVEY 

In an attempt to obtain a valid, nationwide survc) of 
attitudes on abortion, the executive Lommittee of 
A.XPL.OG decided to poll as many ob/gyns as pt>ssi- 
ble — including all aCOG fellows and junior fellows 
A comprehensive list of approximately 37.000 
ob/gyns was obtained from Oh/G\n News, and the 
survey was sent out to all those listed because sonic 
physicians who practice obstctncs and gynecology 
do not belong to ACOG. The questionnaire was 
pniued and mailed b> the PPS Medical Marketing 
Cifoup of New Jersey, which also cim^pilcd the 
,esults The questions were constructed to be unbi- 
ased iind attempted to elicit clear answers from the 
resptmdents (Table) 

■\ response troni of approximately 37.000 
ph\sicians (almost 25^^c} was judged to be an ade- 
quate sampling. Indeed, this is a relatively high 
response rate for a survev sent to a large group ot 
phvMcians w uh no financial incenti\e to respond, and 
ma\ be an iiidicaticm of ihe deep concern of the 
lesp^nulents In addition t() answenng the nine ques- 
tions, more than 400 phvsicians wrote additional 
comments, this group was di\ided almost evenU 
Ixitwcen those supporting and those opptising abor- 
tion tm demand As may be expected, some ol these 
comments were quite Mtriolic— again emphasi/mg 
Ihe strong tee lings and dt-ep- seated division anu)n' 
xih/gyns on this issue 

Ci'nttnurd on /)(H;«- 
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ABORTION 

Con'.tniitd !riin\ ft:ii< >>,' 
RESULTS 

The rcsfHTiscs tii qiicMiLMis I \o ^ ni't surpnstfij:. 
with o\enAhclniin»; supptjrt h>r abortiim in CJbc^ >>! 
dafigcr (o Uic inoihcr s life. rape. inccM. and vinitomiK 
lauil kMaj jiionulies. We did not cxpctt ihe high per- 
ccnlacc ot "ves" respDnses to question 4. gi\cn that 
main :uiomuJics are relativciv insignitkant and tDr- 
rvclable. QuesUon 5 shoub iha( a ntjjuntv of rvsptjn- 
denb oppose abortion for family planning, and ques- 
tion ()'rv\eali> solid (>ptX)i>ilion lo pa\inji tor al>)rtKin 
viith Xx'. numev Ou*-"»tn)n 7 indieaiL*s that SOT ot' 
respondenls believe that abortion cliniLs should be 
held to the same rnediCaJ slaniiardi a.s other outpatient 
raciliues Quesuon S shovvs a b\^r niajontN ta\onnc a 
neutral or aniiabortion stance tor .-XC'OO. f-inall\. 
quL'suon 4 elicited a 59*~i oppt).siiion to the rvsidencv 
re\iew c(/ininittee proposal for inajidating abortiun 
irainmii to; ob/gvn residents 

CONCLUSION 

In our opinion, this sui-ve\ sujjgcsts that most ub/c\ns 
ill) not suppt)rt .'\COCi s cunx'nt p(.)siuun on aKirtmn. 
with approximately I5*f fj\onng an antiabortion 
stance. 4ft'> ta\onng a neutral stance, and onl\ .^y'~< 
ad\Ocatinu abortion on demand Contrars to the 
AO Kj s orttcial pro-thoice stance our results indicate 
that (ilO i>f ub/gvns fa\or a neutral <ir antiaboiiion 
|xiMtHin Also. npfwse inandatur> abt'rtion trajn- 
iiip lor a'sidcnts in obstL-triLs ii/ul j:\nL-Lol<'^\ ^^P 
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BEHIND THE NUMBERS 

ConitniwJ !ri JTi fui i>f 4^ 

papers niis jiroup dearlv ideniifies tlselt a> a reciiy ■ 
nucd ad\<>cac\ group, and deserves a heann^; beture 
thf readership Howc\er. I s\ould \astly prefer an 
unbiased prCientaiioii ot meaningt'ul statistics that 
allow for mdiNidual interpretation Physicians did 
not acquire their degrees b\ shirking their academic 
duties 

The niajont\ Aniencans surveyed have gone on 
record as pro-choice I>k:s this mean that they are 
absolutely ci)n\inced that abortion is nght. or are 
many .Amencans \*ho arc neutral or CNen personally 
oppi.!sed to abortion con\ inced ihat it is still an indt- 
\idual decti>ion vs ith no business as puil u( the public 
forum ' Is the majority alv^ays right ' In some 
instances, the majority ha> been wrung and \Aa> 
shaped by the politus ot the day. In a demtKratic 
siKiety. though, the majonry r^jlei.. This ib not to say 
that minority positions should noi be heard 
liowcver. to make real progress in reducing abor- 
tions, counseling on abstinence, coniraceptiun, and 
the role of the family nuiM take pnonty 

It' abc)rtion is such a major issue tor the AC'OG 
KelUwshsp, then I think it merits more than a 10- 
queMion mailing Such (Hcrsmtplitkauon only leads 
to tnore contention in an area that ii. already litterc-d 
vMth btimbsliells. Indeed. I am offended by a group 
isuth a^ ACGMK) that would ihr^jst the question of 
abtjrtion on Catholic hospitals whiCh. by their scry 
nature, cannol remain neutral Students who apply 
for residency at these hospitals know that »»hortitin 
training will not be prvnided I am tirc-d <it the ten- 
dency on both e\trcTnc^ to pr<x:Iami their own supen- 
or morality and their authonty to decree what is nght 
to' Amenctt and the world I doubt that there will 
e\cr be a meaningful dialogue i)n abortion, and 1 lear 
thjt It either side "wins." the net result will be to tui 
ther rvduce the nght ot practitioners and patients t.i 
tullow thcir<>wn moral and ethical beliefs 

In clusing. please dii not wrtsc lo me wuh your 
opinuiiis on this connnentary hur once. 1 i:eiilu-r 
care nor w ish U' hear I lie Notiiii.' Nxnh lias .i sun:iin 
t(i nijiniain pns.ic>. and I will ci^'itinuv to Ji.is\ tli.it 
(.unain 

lh«ma.s K. >«lan. Ml) is X.si^.jic I'i.iU-^um .i im^utrK- 
iiid ' i\iic».»i'*<i-s 4t)ii Hr.i.! ol th<- Sc lu n ..t t icTci.ll t )n.i»-iiu ^ 
.md (isiii-k<ili'>.'\ .11 tti<- I iidiMJtij SiJK- I «i\ciMt\ Ssh.iil ■ ' 

StfduDK- in OIICjUi .111.) X nn« -l. i.lU- lOll-T III tlln-1 - l 

!..( hs»MI I'M-l-s" 
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AT 

CHAPEL HILl 
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fAX <»i»i»»*4PJ February 9, 199"^ 

John I. FisnUurne, M.D., Chairtr.an 
Deparcmer.l oC Obstetrics & Gynecology 
University ot OKlahoma College ot Medicine 
P.O. Box 26901 
Oklahoma City, OK 73190 

Re : ACGME 

Special Requirement chat all Ob/Gyn residency 
training programs provide an opportunity foi 
residents, who so choose, to participate in the 
perfoimaRce ot induced abortionu 

Dear John: 

I appreciate your discussing this matter with me yesterday. 
With all due respect. I believe that such a requirement is 
unnecessary and hae the potential of alienating a 
bubstant ;al number of pract it loncrs in our specialty 
Although, the requirement will be a hardship for only a 
small proportion of the residency training programs, ' namely 
those in Catholic hospitals, the perceived intention and 
msensitivity of such a requirement will do tar more harm 
than good. 

I submit the following observations ii» suppurt o£ my 
contention that the special requirement mandating all 
residency programs to make available a rotation for the 
performance of induced-abortion I's unnecessary. Let me add 
Chat I am not Roman Catholic, I practice in a hospital in 
which induced abortions are performed, and I am a faculty 
member in a department that offers training in induced- 
abortion to its residents. 

The techniques that must be learned to perform induced 
abortions are the following. 

1 Dilatation of the cervix with metal dilators, 
often preceded by the use of various cervical 
inserts ilaminaria, etc ) 

2 Exploration of the uterine cavity with a sound and 
the extraction ot tisGuc from the uterus with a 
variety of forceps. 

• JM {<■ 1 in:'.'* t-.iX 
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3. Curettage of the ertdometrial cavity with suction 
and with dull and sharp curettee 

4. The induction of uterine contractions with high- 
dose oxytocin or transvaginal prostaglandins. 

5. Amniocentesis in a second trimester pregnancy to 
either remove amniotic fluid or inject substances 
into the amniotic fluid. 

6. Transabdominal and transvaginal sonography to 
determine fGtal age, fetal position, number of 
fetuses, position of placenta, and assess the 
completeness of a uterine evacuation procedure. 

All of these procedures or treatments are variously utilized 
to treat patients with spontaneous incomplete or missed 
abortions, second trimester fetal deaths, and to perform 
fetal diagnostic procedures. In other words, an Ob/Gyn 
service need not perform induced abortions to teach these 
procedures and treatments, nor must a resident perform 
induced abortions to learn them. 

With our without the Special Requirement about induced- 
abortion training, a resident is and will be allowed to 
complete a residency program without having performed 
induced abortions. However, the resident should have 
learned the procedures and treatments enumerated above while 
caring for women with spontaneous abortions, fetal deaths, 
and in performing tests of fetal evaluation. 

Fourth -year medical students who are candidates for Ob/Gyn 
residency and who are seeking experience in perfoiming 
induced abortions, should apply only to those residency 
programs that offer such experience, either within the 
program or as an extramural elective. All residency 
programs should clearly state in their application brochures 
and promotional literature whether experience with induced 
abortion is offered. 

Of the 274 residency programs in the United States that are 
listed in Jh^ APGO/CIB A Directory ot Residencies in 
Ob.qrprrics and Gynecology. 1994. only eight (3 %) require 
residents to perform 1st trimester elective abortions, and 
four (1.5%) require residents tc perfoim 2nd trimester 
abortions. (1) Eighty-nine percept of the programs offer 
opportunities for residents to perform 1st trimester 
elective abortions, and 82 percent offer opportunities for ' 
residents to perform 2nd trimester abortions. In other 
words, it does not seem to be the expressed opinion of the 
current directors of residency programs and chairmen of 
departments of Obstetrics and Gynecology that residents must 
be required to perform abortions to successfully complete 
their residency education. Furthermore, most residency 
programs currencly offer training in first and second 
trimester elective abortion. 
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A 1954 polX of obstetrician/gynecologists m the United 
States derr.onctrated that the majority of the respondents do 
not favor reqpjiring residency training programs to include 
elective-abortion training. (2) 

Finally, the Commictee on Ethics of the American 
College of Obstetricians and Gynecologists recommended the 
following at its meeting on April 12, 1994: 

"The Committee on Ethics of the American College oC 
Obstetricians and Gynecologists has consistently 
recognized the importance oL respect for the moral 
integrity of individual physicians. It is important to 
respect the :norai integrity of institutions as well. 
The proposed Residency Review Committee requirement 
/ that all residency training programs provide the 
\ opportunity for training in elective abortion fails in 
this regard. This reqfuirement would violate the moral 
; integrity of some religious institutions that maintai n 
; residency programs. It should not be adopted. Other 
[ approaches should be explored for improving the 
training of physicians in abortion techniques." 

The effort to require all Ob/Gyn residency programs to 
include training in induced abortion as a requirement for 
accreditation seems to arise from a perceived need to 
increase the number of abortion providers in the United 
States. (3-6) As noted above, the problem, if there is one. 
is not related to a lack of programs that offer training in 
elective abortion Many, if not most, Ob/Gyn spacitilists 
who are pro-choice do not pertorm more than a few, if any. 
induced abortions. I dare say, the reason for this is not 
their inability to perform abortion-related procedures, but 
rather that, for most obstetricians, performing induced 
abortions is an unpleasant, emotionally draining task that 
runs counter to their usual work of enhancing and supporting 
fetal life, 

I hope these conwents Tray be of some value in the upcoming 
discussions about this matter. 



Thank you. 
Sincerely. 



Watson A. Bowes Jr 
Professor 
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RESOLUTION RE: ACOG btaxxce on Rights of the Unborn 



WHEREAS, there 13 a divergence of opinion among the membership of 
the American College of Obstetricians and Gynecoioglats aa to what 
constitutes "rights of the unborn", and 

WHEREAS, recent actions and pronouncements on this subject by the 
ACOG have polarized the membership, and 

WHEREAS, the AMA has recently adopted a neutral position on this 
question, now therefore be it 

RESOLVED that the Wisconsin Section of the ACOG support a 
resolution to the 6th District of the ACOG asking the ACOG Board of 
Directors to also adopt a neutral stance on the poUtlcircd question of 
abortion. 
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- SOCIETY OF PHYSICIANS FOR REPRODUCTIVE CHOICE: AND HEALTH 




Evtrf rrtfMMCf A WsMti rrtgiisitef 



Apnl 1.1995 

Dear Family Practice Residency Piogram Director 

As \ou know, the Accreditation Council of Graduate Medical 
Education has unanunously adopted a policy- that requires all 
accredited GB GV'N residency programs to offer training lo ihcir 
residents in the performance of induced abortion and the 
management of abortion related complications beginning m January 
of 1996 With this unanimous vote, the medical establishment has 
taken a commined step toward establishing its professional 
autonomy and integrit>- regarding medical education and \oluntar>- 
reproductive health care. A copy of the new policy is enclosed 

\'0t famil> practice ph\sicians, the new training policy presents an 
oppommit> to facilitate their traming cumculum to increase the 
number of comprehensively tramed physic.ans and ease the abortion 
controversy 

Many indi\iduals including residents-in-training continue to have 
concern for harassment and \nolence against clinicians who pcrfonn 
abortions Fear, unfortunately, rcmforces the marginahzation of 
abortion from mainstream medicine Faced with these realities, everv 
responsible measure should be taken to ensure the safety of 
physicians and their patients The authors and editor of the 
enclosed issue of the Journal of the Amencan Medical Women's 
AllQyailPJi offer some challenging solutions 



'The requircmenis permit resident lo "opt out" of abortion i raining E-.vcrv program musi 
provide training either in-housc or on-site to rcsidi-nis w-ho do not object Ail residents 
must be* trained in the con^plications of abonion (see attached ACGMF. policy sialcmem) 



•m> D. Amtmink. U 0 

Av«y. U D 
K«ta»BMM. U D 

r-T-^ T'-"- M D. 

Utw»y» r. Krfk*. M D. 

Wmtm rMiw. M.D 
WUm t. HiiMiiji. M D 

Ufmmm L Mipiit. M D 



A\tV,A 

9n No Fiirfai St 
Suttr 400 

Ah-iaj«4ru. \a {2114 
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The journal examines the opportiinities for integration of abonion 
into the medical mainstream through health care financing, medical 
technology, mid-level clinicians, the replication of innovative 
physician training programs, and legislation. The authors and editor 
of the journal are collaborating to identify resources to resolve some 
of the issues of medical training, professional responsibility and 
ethics. 

We anticipate that you and your institution may have logistical 
problems as to how to implement the new ACGME policy. Wc hope 
that the enclosed JAMWA issue and the appended list of resources 
can assist your service and institution in the implementation of any 
required changes. 



President 
AMWA 



Fnc JAMWA Vol 49, Number 5, Sept./Oct. 1994 
"Medicine and Abortion " 
list of annotated organizations and resources 
ACGME requirements 




Sincerely. 



Se>Tnour Romney. M D 
Chairperson 





Steering Committee Member 
Society of Physicians 
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The Medical Center 




Janes P. HcKenna, M.D. 



April i. 1995 



Director, Family Practice Residency Program 
918 Third Avenue 
Beaver Fails, PA iSLlO 

Dear Jim, 

As you may be aware, the Accreditation Council of Graduate Medical Education 
(ACCME'. of the American Medical Association has recently unanimously adopted a 
policy that requires all accredited OB/GYN residency programs to offer training 
to their residents in the perfonaance of induced abortions beginning in January 
ot l99o. Rapidly on the heels of this announcement, I received a letter froai The 
Sc»cietv of Physicians for Reproductive Choice and Health which states that, "For 
Family Practice physicians, the new training policy presents an opportunity to 
facil irate their training curricuJusa to increase tht number of comprehensively 
trained physicians and ease the abortion controversy." With the letter they mailed 
a copy of the Fall 199'4 issue of the Journal of the American Medical Women's 
Association (JAMWA) dealing with the topic of abortion and medicine. 

This issue of JAMWA supposedly offers "challenging solutions" to the anticipated 
problems our program may have in excitedly and voluntarily instituting these new 
training policies ini.^» our program (even though the new policy applies only 
OB.'CYN training programs). A maj-.'r sog^RStion of lAMWA was tv» tram physicians 
frsir. other specialties as we : ) at; miJ-levol clinicians to perform abortion services. 
I believe this suggestion is a first step In an effort to apply the ACCME pel icy 
to Family Practice training programs. This policy states that, 



If a residency program has a religious, moral, or legal restriction 
which prohibits the residents from performing abortions within the 
institution, the program must insure that the residents receive a 
satisfactory education and experience managing the complications of 
abortion. Furthermore, such residency programs must have mechanisms 
which insiire that residents in their program who do not have a religious 
or moral objection receive education and experience in performing 
abortion at another institution. 



Ple.ise notice Chat the restrictions mentioned are "programnt Ic" . net "inst itut lon.il" . 

I realize that our residents h.ive varying attitudes concerning the religious 
or mora! appropriateness ot Induced abortion, and that some may request training 

IV !'\ I'li'ii'i 
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tn abortion procedures. In anctctpacton of such a request, and with the authority 
of the Director of OB/GYN Training, I wane co pronounce and establish our training 
program as one which has absolute moral rescriccions which prohibit training our 
residents in induced abortion. Any position other than this which allows The 
Family Practice Residency Program of The Medical Center of Beaver to participate 
in elcctively terminating viable pregnancies will be grounds for my immediate 
resignation. 

Please file this letter for future reference in the event of questions arising 
concerning t"his policy. 



Sincereiy, 




Kevin C. Dumpe, M.D. 

Director of OB/GYN Training 

The Family Practice Residency Program 

The Medical Center of Beaver, PA 

lOOO Dutch Ridge Road 

Beaver. PA 15009 



« 
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Seymour Rooroy, M.D. Aprtl 4, 1995 

Chairperson, Society of Physicians for Reproductive Choice and Health 
In concert wjth AMVA and Planned Parenthood 
801 N. Fairf..x St. 
Suite UOO 
Fairfax, VA 223U 

Dear Drs. Roaney, Dell, and Rosenfield, 

As the Director of OB/GYN Training of The Family Praccicfc Residency Program 
of The Medical Center of Beaver, PA, I recently received your packet of materials 
concerning the recent decision of the ACGME to require abortion training in all 
accredited OB/GYS training programs. 

I would like to contend with some of your statements and implications. You 
proudly state that with this decision, "the medical oscablishment has taken a 
committed step tovard establishing its professional autonomy and integrity 
regarding medical education and voluntary reproductive health care." The medical 
establishment has historically enjoyed a large measure of professional autonomy. 
1 believe you are here referring to a new declaration of moral autonomy. Do vou 
not question the appropriateness of any human institution being morally governed 
without accountability to any independent standard? The sole standard then becomes 
this institutions o\m definition of moral uprightness. This Is a prescription 
for rapid corruption, but is exactly the circumstance you proudly trumpet with 
this statement. This policy is a significant step backward into the immoral muck. 

You then assume the appropriateness of extending an invitation to Familv 
Practice training programs based on a policy meant only for OB/GYN programs. We 
have no desire tf be included under such a dark .imbrella, largely jue :v our 
broader patient care focus including concern, not only for women inconvenienced 
By an unplanned pregnancy, but alsc fathers, siblings, extended families, and 
prebcrn children. 

1 have yet to be stymied by logistical problems of which you warn in providing 
abortion services, as the impregnable moral wall prevents ce from even seeing such 
an obstacle. You are fighting on a downhill battlefield as the AMA, ACOG , and 
jp}.-.irc:U .y AMViA ;< m y.«u in support ot ac^-rtion rights. I an but a scali obstacle 
tv> your goals - but i am nrc in the mi nor ;t v. 
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I have notified our program director that we are officially a training program 
with "moral restrictions" that do not allow abortion training and will not participate 



in terminating viable pregnancies. 



Sincere 



Kevin C. Duspe , M.D. 
OB/GYS 

Member - Anierican Association of Pr&-Life 



Obstetricians and Gynecologists 



Director of OB/CYN Training 

The Family Practice Residency Program 

The Medical Center of Beaver, PA 

1000 Dutch Ridge Road 

Beaver, PA 15009 
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Graduate 
Education 



ZUNICIANS WHO PROVIDE 

VBORTiONS: The thinning ranks 

yivid A Cruue'i. MD 



lems lo abortion leivices in the United SUte* h« become 
KnisiRgly tunned beciuse of i decreue in ruuJ hoipiUl 
mviden ind i growing ihorijRe of diniciins ivilling to 
e*l »*rvice. Ai ol 1988. o( Untied blitei counhei 
no identified provider. The dehcil in numbers ol clini- 
iiAiDems from the current imbaUnce between inceiitivei 
■d diiincentives. The single most powerful iacenlive jp- 
«an to be jltr^iim. On the other hand, diiincenlivei 
adede poor piy. Irequenl harjiiment. low preiliRe, lub- 
ftiflul working conditioni, And tedium. In IMO t lympo- 
i«m on iborhon provision w*i held, iponioied bv the 
i*iiotiMi Abortion Federation md ACOC Among the rem- 
iditt »ugie»ted by the attendees were increasing the n te- 
ption of abortion training into th# mainitreim of resi- 
kiKy education, imptovingthe pay and work environments 
k clinicians, and where feasible expanding the capacity of 
Anician provider by using midlevel pr«lilion«4 wurk- 
under physician supervision. (Ol'Stet Gynecol IW2.Sf) 
15-23) 

. . We cannot fail lo rccogni/f ihat piTfivni-immr 
I" tejal. eleciive abortion i«. indottJ oss«nlial ti> pn-sorvinR 
& women's health tht-refore makiOf; it an unavnulabk- 
^iwponsibihiy of physiciani Aiid h.i>piiai% ■» ri-mft'rmR 



UvMiW c.iro Ui»ltfi> ihfv t.»kv on ihi* rcbiH.nMUility 
fnihuM.iMKJlly li<i>riuinhlv. Hh- iinh.>ppv Jnvf 

J.»nm'i»m!. iihp.ui on Hu- s•Mtn^^ wotv.vn nl our n.uum 
ivill bt* int.ak-tiUbU< 

!•; W Ovi'Tbirvvt. 1471' 

The k'p.\li/..tinn ot .ibortmn u-js a ncci">j..iry but insuf- 
liviint step toiv.ird ihe provision of .ihortion si-reices 
for women in ti.e United States As sufy;csted by 
Overbtreet' 2 decades a^o. these services ultimately 
depend on ih.e availabilHy uf affordable clinicians who 
.ire b<nh skilled and willing to provide abortions. To 
the extent that such clinicians are not available, the 
public health promise ol Icpal abtirtion will go unful- 
nlled 

In recent years, access to abortion services has be- 
a.me increasingly limited, because ot both the dearth 
ot Ucihtieb in rural America' and the growing shortage 
ot clinicians providing the service^ (also O'Hara D 
Abortion MDs who dc them and those who won't. 
Aiucrhon .Mci'.rn/ iVni-s. December 9. m% Kolata G 
Under pressure and stigma, more doctors shun abor- 
ti.in Nnr Yvrk 7iiiu'>. l-miiary H. WX); Gorney C 
Abortion in the hearll.ind 77io lViis/itii.vf/oii Posl. Octo- 
ber 2. 1990). In 83*; of United States counties, in which 
31-. ot wiimcn of reproductive age live, there is no 
identified prut ider * Some st.ites. such as South D.i- 
kot.i. have but a single physinnn who performs abor- 
tions lliiis. many South Dakota residents seeking 
.1 hint ions mubt tr.ivel long dist.uuf^. which b<»th in- 
crej^es expense and compromises care should cnmpli- 
cations develop. Access is .i challenge tn other rriral 
states In VVvorning. more lhan h.ill of women who 
obtained aUmions in I'JHS traveled to another state for 
I are ' 

Pistance cleariv m.^tti-rs m women's reproductive 
choices, in one rural st.ite dlx)rtion rates were found t.. 
Vv in\erselv related 10 the distana' to a provider 
5t'cau>e ol the worrisome public health implications nf 
the [irowing shortage of clinician providers, this article 
will review some incentives and diMncontives influenc- 
ing professionals' involvement in this field and discuss 
potential solutions to the problem 

/ji//ta 'vui Ri'tctttum ot Chn^alVt•^ 

Ttso factors govern the rate of reiruitment .ind reten- 
tion ot clinicians providing .iborlion services training 
.ind incenhves Both appear t») U- inadequate The last 
published nationwide survey ol resident physician 
tr.iining in abtirtion" was conducted in Allliough 
the maioTity of resident v proRrams »n obstetrics and 
, gvneu.logv offered training, the propirtion h.ui de- 
emed 22'^ from the pro{H>rtion 'n a survey conducted 



/OL BO >Hi \ OCM' itil ^ iw.' 
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J dc-cjde tarlicT A !>urvcy maduttt'il u\ rcnt-.ilfd 
that the pro(H>rtiuii ol prtigraiiis m winch Ursi- and 
st-cund trimcsfLT otxTtitui was ruutiia'ly las op|.>oSL'd to 
opiionally) ;au>;lii had dttiinfd »iiKf 1985 iMjcKjv 
HV. personal coniniumcihon. )unf 2. 

Must aboriiuiis tuda\ take ^^lacu ni frfc-i.tjiidin^ 
aU>ition climes, nut in tcaihing huspitaU ' HL-ncL*. 
fven in those hospitals vslit're abortiun trJiimip ii> 
pruvided. the hmiled niiintH'r.s t»f c.isfs nt.iy foniprti- 
iniRC rfsidt:nt>' abilil\ to di'\fUip sultiCK'Ht surgical 
I'xjxTtist' Fu; cxainplf. only lU'' ul roMdtiit'y pro 
grams reporttd that ilu-ir ri?sidt.Mii!> collect uely per- 
furmed over ten aburliuns pur wffk * Others'" have 
t'chrxfd this concern titH>ui numbers uf lu'spital abur- 
lions, nuting that 45"* uf hospital providers m the 
United Slates pt^rfonn Ifwrr than 30 priKvdures pt-r 
\ear VVhercas ten abortions per v\eek ina^ provide an 
adeijuate case load lor !>urj;n.al training. 3(' per year i> 
unlikely tu be adeijuate e\ei) Uir prugr/ais with lei\ 
residents 

In programs thai otter al>ortion trHiniii};. the k\el uf 
reiideni partitipalion is direelK linked to the pro- 
grams' expectation> VVhtTt- tra-ning is fXj.H'ttc'd as ,i 
mailer of roursc. the ina|oritv o: rfsidento pariicipate 
Where prug rains make training .in tiptuin lev\er elect 
to bt.' invuKed 

Other tlioughltui c«.iinineiiiators in the earlv \ear> i<t 
legal abortion tndde tins tiboetv.tlion 

A seiiKUs (Mt'hteiii ili.ii im^vJo*- |rcsiiJi-iit, }<luoitiai)s 
I'n'hosiasni Ui; dt^-nitii- is Luk t<i Ittli.iudt t li.itlfi^c 
anJvaru'U ttn Ihosc Mtin pi-Htirnt ihc prtHcdutc Ihv^ 
lei'l llui JlHiilitiiis J 10 iH-rinj; and r»-)H-lin»e. Jt»- noi .1 
i)i't'cs>.jr> learning vxpuMciitc. .idtt it> Itn-ir Jl^(■.ld^ 
Iteavv MorK i-ud jiid usv mut' Iticv v^txild rJlht-r 
s(H>itd tj^ini; tiitf ff J v.int-Iv fi >iktu- inivresliM^ .md 
^ lidlleii(;iiig ^><i lie Ills " 

When alrvadv o\ervn>rked ivw residents will opt lor 
additional elective work Murei'ver, lvv\ atademic de- 
partments liave facultv vMth both a det-p cotmnitnifiii 
and a busv practite of alH>rtion to ser\f as lutKlels 
and mentprs for residents I fence, this ' inmur "nr 
gery is relegated to prior itv anumg the iimmv 
activittes tunipetiiig for reMdenls' time 

Organisations toneerned with the content of le-i 
dencv framing h.ive an in*. onsis>ent apprise ft to ,iKir 
tiun In Its ' IX-sign for Resider.t LduCation in Dbotet- 
fts and Ci\necuk>gv ,' ' the Council cm Resident 
Lducation in Obstetrics and C»vnecologv i> tales in 
Older tu priuttle adetjuate Irainmg in surgiea' skilis .1 
program mu<«i a lacult\ prolineni m the iii]tnrv'd 
skills and nnt^X provide «.uffit-ieiit opporlumlv fi»r indi 
xulutil mstiutiuMi ''' v.IkI: i idtit it oi.fi-iitv ' 



T20 (iiKiirv 



(eniph.isis nunc) Althuugh D&C and laparuscupv are 
spt'cified. ihe dtKument dws nol mennun abortion. 

The Council s ' Educational Ob|eclives for Resid«nts 
111 t^bstetncs and Gynecology"' is mure explicit. Fur 
example, one terminal ubjective is. 

Lii-.cii an t() year old wunian. V w«rk^ pregnant, whu 
rts^ursls Ifrininaiun-, til pregnancy ihr resident should 
bi- jble niher Ui arrange contact wilh a facility and 
pvrs»iimfl vMiti skilK Jnd altitudes that permit them to 
rvs-jH»«id 1(1 tier rei^uesi or lu pius-ide education, coun- 
oflinj; Mip^Hiri m de4.isiun making, and. wticre indi- 
cjifd tarry oul I he surgical prwK.t.*dure 

The same approach is taken vs-jth a patient requesting 
a second- trill Jer abortion." 

The AnuTK.iii Btwrd uf Obstetrics and Gyneculogy,' 
Inc cfftijies physicians as having speciiil compeience'J 
in obsicirics and gyneculugv. Its written and oral tests'^ 
iiulude alKjrtion topics, and the Board requires candi-'' 
dates lor the oral exarninatitir. to report tlieir expen-'* 
ence vuih abortiun Nevertheless, the Bulletin" of iht^ 
Buard dm-s not specify a requirement for expertise in' 
aNution \! 



KtTMdenio ^httutd hdst- dc<fuirfd ihe CAp^bitily tf per 
It'in). indi'pt-ndL-nilv major gvnccdkigK upera;:uns. 
>ptM>tdncfus Jiitl tipcrdlive tibilelrsc deliveries, 
nianago ihc ct-iuplicatitins ihcreuf and bi' capable 
pcrft-rmm^ llic osvenlidl did^nosiic procedures 
t|uiit'd ft .1 ctiDsullant in cib'-:ein*.!> dnd gynecology 

t: 

■'Mintu t)pi-: jtiiins, such a^ alHJrtiun, are i^ut me/v- 
tioned j| 
C'-iven adetjuate training in abc>riiun and a laijt 
denitind for those skills, wluit motivates ^clinician 
provide the service' 'three fuclurs apj.»<7ar importanc 
altruisiu, esteem, and cum|.H>ns<itiun ' The desire M 
help vsomeii in need seems tt) duminale Tu the ext«3 
that K-nevolenie i^revails. physicians will be willing^ 
provide abortions 1 wo other niotivalions, glatr" 
and high pav . no longer exist m the provision < 
almriton. the»e probk-nis are diseussed later. 



Lfilu.x ol ClmwiiMis 

Chii-nugratiL-n ci clmiLians providing tttxjrtions M 
pears tt) be exceeding in migration for two reiscg 
natural attiition tlirtiugh ret^fement and prCDUtS 
dto(.otitiniialion do>' to dissatisfaction The fori>| 
problem lias K-en te rmed the ' graying of the aborlill 
prt>vider Leaders m the field who were instnimei^ 
in ihe rept m1 ol restrictive laws tire nuv\- approadii^ 
ri-tirement age Manv of these were motivated^ 
fi,iving eared ttir patient*' vslio had been m|urtdl 
killed bv illi-gal abt)rtion«. Clinicians younger t' 
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eir early -lOi today may have ncvvrciuounicrod ^u^.h 
' 'nls. and hence mjy lack the j>t.TSonal tommil 
. o( older provtderi to ensure thai these ctinditiiin> 
> not recur For example, a recent survey ot tainilv 
lysicians in Kansas'" revealed thai physicians older 
an 40 years were more likely to support abortion 
ghts than were their younger tolleapnes. thii pa Hem 
us observed for both sexes 

Harassment and intimidation may dissuade skilled 
linicians from enlenng this field or convince them to 
pit. Harassment of piwiderb lakes nvinv forms, raoft* 
ng from picketing of hotfies and offices to obscene 
dephone calls to death threats On an organizational 
5*sis. this may translate into loss of hospital privileges 
ind close scrutiny by state licensing boards because of 
fte supposed "shadowy ' nature of abortion practice " 
Abortion clinics have been the targets of an epidemic 
irf arsons and bombings, during IT of all tiimcs 

the United States were attacked " 
fc Pcrfonning abortions no longer pays well Because 
n^cost of abortion (and the corresponding phvsu ian s 
[in) have not kept pace with inflation. bcMh are now 
KveU below market value In W72. a first trimester 
[abortion in a clinic in New York city cost appro^imatelv 
|$147, in 1989 dtJllars. that would translate into jb<uU 
I $588 (Henshaw SK, personal torn municat ion. October 
PS. 1990). However, the average cost ot such .iKirtions 
1991 was below $300." Thus, the true cost of .in 
ion is about half that in the e.irlv 1970s " " 
• During this interi-al. physicians have Iven paid 
jrogressively less for providing the same servue In 
1973, physicians customarily received ab<iiit $^t> [H*r 
' the equivalent of about $190 todav 0 lensli-iw Sk. 

onal communication. October 25, In con 

[ktst, current lees usually range from $30- SI. wiih the 
ki^t private cimic provider in the n.ition p.i\ing 
pcrof>erahon. Invited to work p.>rt time in .m .iKulum 
!dWc, one young gynecologist le plied, "l c.^n gener.Ue 
much income seeing office patients with vagmiiyi .is 
an by doing ab<iiiions «ind without the lussU's 
compensation for alx^tion services i*. a tlironit 
tm in other countries as well 
fociing conditions tor clinirians providing Jbor- 
ait frequently unsatisfying For clinicians vxho 
tptnl years Ivoning their diagnostic aUills. .ibor 
lately underutilizes their abilities and rdegate-. 
to Ihe role of a technician As noted by Tot is. 
the patient was a client' who had decided on 
ipmoiption. this eliminated half the medical mv 
and demoted iJ^e dtx-lor to technician or 
in.'"* Both the evolution of new tlinic person 
(ibortion counselors and nursc practitionerst .ind 
npid flow of patients lo rliniCb h.ive deperson.d 
the abortion e\perienu' not fnr the patient hut mr 



ihe JiiiKian For some comnuinaJtioi'. ni.i\ be limited 
lo J bnei discussion \cith ihe p.itienf ot the npcraiing 
table hefore -.urgerv 

Maswgemenl protmols in tlmrcs mav regimeni the 
prji.;lice of medicine For example, some phy:.Kians 
work part linie in clinics as independent contractors 
As such, ihev may h.ue little input into prottxrols tor 
patient niatugeim-nt. tho*. depriving Ihem of iheir 
tr.uiitioiial autonomy in clinual decisions Instead of 
ser\ingas llie c.iptain of the medical te.ini. the physi- 
cian m.iy Ik- oiii\ thv hired help' tor the d.n Oec.uise 
ut .1 ^H-rceived l.ick of medical control, some physicians 
have U-en reluctant to work in aWirtion clinics " 

Isolation can tKCor. Clinicians whose practice is 
limited to aKKtion services may become cstninged 
troni the medical Community 'In private practice the 
attending is still iudginent.il. equ.iting aUirtron with 
illici; sex or hostility toward molheHuMul. His col- 
league who fulfills Ins obligation to SiKiely untler the 
new law is lnHe better than yesterday s .itK^rtionist in 
his eves ' 

The tedium of largely repetitive operations can be 
compounded K the emotional stress surn>unding un- 
wanted pregnancies and families in ».risis ' A prac- 
nee limited to women with personal crimes differ> 
markedly from the usual mix of p.itieiits in an .ihstetru 
and g\neco!ngic practice On thv- other hand some 
phvsicians find helping wonu-n to resolve |X'rsona>. 
crises especialU rewarding 

Potfitiml Solutionti 

111 response lo the growing problem of insoHuienl 
nuniK-rs of Uinicians pro\iding aWirlion a syinpo- 
Mum sponsored bv the Nation.il Abnrtion K-deration 
.uid AC'Oi; -A .is held in UW<1 lo explnrt- the problem 
.Hid to revoiiiiueiul solnlnnis ' Hie ret nminviid.iUons 
toveri'd three gener.il aro^s impnnnig ihe Ir.Aiiung of 
resident phvsuians. reiPO\ing disiiuentt\es lo abor 
hon proMsion. and exploring the use of ph\sician- 
•.opefMsed in.dlevel Jmiu.ins Ivi perform .ibortions 

First, abortum must be integrated into the mam 
stream ol residenc\' training How this is done will 
ne^es-iarilv depend on Uval settings Hie,h (iualil\ 
aKirlion training can be offered within university res- 
idence programs, as incurs .il the Uni\ersitv ot North 
Carolina School of Medicine' and the University ol 
C .ihlnrnia ban Frarinsco Schtiol of Medicine In these 
centers. hi>'hly visible and well respected facuUv teach 
residents Kith first- <ind sreond lriniester abortion In 
Slime resident les. discussions about alxirtion are in- 
iludi'd in seminars on rnedical ethits which helps t-i 
integr.iie abortion into the lurruohim and to cl.inlv 
residents' personal feelmgs about the issue 
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Where insufhcienl pJUt-ni volume t..» hi^h cosls 1 1 
hospital -based care deter such ser\ices. extramu'jl 
traininft in fret-standinp clinics CJn be arranged, as 
occurs at the Universit> u! Vermont School of M'di- 
cine.* Professiiiii.^l liability in«iurancf cpcorapc kir .rh- 
idenis training in extramural facilities can pose \ rob- 
leins Trecedonts exist, however, tor having ttami »S i" 
extrdcnural sites covered under an umbrella poll v fur 
lesidents ASterhatively. abortion dimes m-n carr\ 
insuronce that will cover ph\Muans uorkiny m the 
facility 

Of course, exemptions (rom training >ho- lu De .n 
lowed for tho!.e opiH)>ed to aU.rtion on r (ipu'us or 
ethical grounds. Hovve\er. some residents dtxhne not 
because ihcv are op^H>^ed to obortion but becau>,. "ms 
will lighten their work load if no alternative duties arc 
assigned Others mav opt out not because the\ ha\r d'»}J 
moral aveision to abortion but Inc.iuse they leel no 
moral obligation to perform the procedure. Some res- 
idencv programs may pressure residents lo participate 
in this "elective" activity bv reijuinng them to aif-mge 
lor their own coverage if they chiH»se not to perforin 
.ibortions in some cases, this translates into extra 
nsghts of d'ltv 

Second, current disincentives to involve men I must 
bi- replaced by inc en lives Com mum lies must curb the 
»wr.issinent of clinicians Actions of Uxal law eiilorce- 
iiient official* can make a difference Vigorous prose- 
tution .iiid conviLtion ot perpetralors helped to 
u.uiUer iIk- epidemic of .inti -abort ion violence across 
the Uniled bt.Mcs " lla\ing ones telephone lines 
lammcd, dooi ltK.ks glued shut, and family threateneii 
(Corney C T/iO WVis'inixM" /'of. October 2. WOj 
should not be part of the price of practicing medicine 
Working conditions for chnici.ms need upgrading In 
addition, cliiiKMns need to be granted nioie aiithoruv 
.iiul autoiioiiiy in (fl-est.nidmg clmus 

Paying clmicians .ippiopriaielv lor their service*, will 
likely overcome niuth o( the Lurn-nt reluctance leu 
surgeons are willing to recen-e one- fourth tndav cvhat 
Ihey did 20 >ear* agi> (ur performing the s.iiiu- opera- 
tion hu-quilable compensation for this si-i\ iie deni- 
giiites Its value io the patient and to MH.iet\ 

Third, the use of pli\sui.>ii'. other tli.in oh^tetrK laiis 
p-nrct'lugists and ,UMi-pliyMuaii proxider*. should In- 
pursued Tor example, sue tioiii. tifi-tt.^m- is \m'I1 wilhin 
the scoj>e ol prartKC ot laniilv ph\sutans "' Although 
the notion ol a p.ir.iiiiedic punider i>f .ilH'rtii'ii is lU'i 
new.''''''*" hontraditioiial pioviders h.ne recentU i-s- 
Mbhshed an envi.ible record of .iLComplishment Some 
stotes. eg, Niontaiia iind \'ermont. nllois iiiidle\el 
(,|ini(.iaiis iilidir the supervision ol phvsiuaiis pi-r- 
lorni alvr lions ^ In Montana, a ph\siu.in iissisi.iot has 
heen proMiling this sirMte lor '"ser IJ vears In \er 



mont. phvsician assistants have been documented to . 
have firsi-trimester abortion complication rates compa- 1 
rable to those of physicians (relative risk 0.9, 95% 
confidence interval 0.O-1.4; P = .61).^' The requisite" 
skills clearK can bc« acquired by physician assistanb, 
nurse-praciitioners. and nurse-midwives. if they df- 
stre to learn 

Abortion leiiiains the most divisive social issue of 
our tmie Despite strong pmlessional support for legal 
rtWiftion (American Collegf ol Obstetricians and Gy- 
necologists Abortion attitudes. Little change m U 
\eafS ACOC N'ews Iteleasp, August 28, 1985), thert^ 
remams a ' lack ot enthusiasm and even opposition, 
from hiaiiv nvnaecologtsts, who consider abortion a 
dist.isieful chore. '^' Regrettably, many aspects 
mc-dicine are both distasteful and a chore; these per- 
sonal considerations, however, must never mfluence 
one s decision about doing what iS best for the patient 
As noted 2U Noars ago, • the medical profession, 
mubi Iv educated to tiie fact that abortion i5 no longer* 
(a. or to U'Stow but, rather, an obligation to p«-1 
Uhiv II vve as .i nation and as a profession defauUj 
on this obligation, the legacv of Rov i' W.idc wiO. 
^ beumie an emptN promise m the yt-ars to come 1 

) 

1 LV. rMu-t-1 tW Ihr roir ul ihf unuf iMl* husput in »oUinR lh» 
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l%r jnd ivwi F-^ni IV^^p^cl \*^122 \02 AS \ 
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Chairman Hoekstra. Thank you, Dr. Smith. 

I believe all the Members have a copy of the proposed changes. 
I just have a little question on this. Explain to me why I would not 
interpret this as a political agenda when you have added in that 
for schools that take a moral or religious objection they have to 
make sure that they do not impede — this is explicitly written in the 
new. guideline— that they may not impede residents in their pro- 
gram who do not have a religious or moral objection from receiving 
education. 

Then, number two, that they mu$t publicize such a policy to all 
applicants to that residency. Where is the language on the other 
side that goes to schools that are required to teach this that says, 
Tou will not coerce any student to actually participate in this 
training, and you must publicize that in all your literature that 
that IS part of your curriculum?" Where is the fairness in this that 
vou specifically have now put that language in here for people who 
have religious and moral objections? They have to publicize it and 
make sure that they do not impede, but on the other side, it is kind 
of like, hey, you do not have to tell. 

What makes me believe this is not a political agenda? 

Dr. D'Alessandri. Thank you very much for the question, and 
I can answer that in several ways. First of all, the ACGME has re- 
sponsibilities to students, residents, and to the public, and students 
who are applying to programs need to know the parameters of 
those programs. If those programs have lost accreditation, students 
who are applying for those programs need to know that. 

This is an important issue for students to know, and the ACGME 
council feels strongly that this is one of many important issues that 
students need to know. 

The second response to your question is that we have tried to 
balance this issue of what is appropriate in training for those peo- 
ple who will be performing this procedure after their training in 
their regular practice in order to make sunt that they are com- 
petently trained and serve the public well. 

This is a legal procedure, and if they are going to be performing 
this procedure later on, they should be competeni;lv trained. 

The third issue there is that 

Chairman HOEKSTRA. Excuse me. Those that go to other schools 
are not competent to provide this training, and you have statistics 
to show that? 

Dr. D'Alessandri. I did not say that the schools are not com- 
petent to provide the training. I said that the 

Chaiiman HOEKSTRA. Students coming out of these schools will 
not be competent. 

Dr. D'Alessandri. The residents who come out of the training 
programs that are going to perform this procedure need to be 
trained to do this procedure competently, and that is one of the im- 
portant responsibilities the ACGME has to the public. 

And, thirdly, I think this does take into account those institu- 
tions that have religious, moral, or legal restrictions, and allows 
them not to participate and not to actively participate, and all they 
need to do is not impede thove residents who plan to do this proce- 
dure later on from getting training on their own. 

Chairman Hoekstra. This is balanced? 
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Dr. D*Alessandri. I think this is a very balanced approach. 

Chairman HoEKSTRA. I think it is fair to say that where ACGME 
has come out on balance is much different than where any other 
part of this country today has come out on balance in describing 
and discussing this issue. 

Is it also then safe to assume that based on the testimony that 
you have given that the students and the doctors that over the last 
number of years that have graduated from the 88 percent of medi- 
cal residency training institutions that do not require abortion 
training as part of their requirements, that they are really not com- 
petent and that the medical training that they have received real- 
ly—we have heard testimony that the training that they receive is 
not much different and they can handle these situations— you are 
basically saying that the majority of the doctors out there today are 
basically incompetent in dealing with this issue. 

Dr. D'Alessandri. What I am saying to you is that the majority 
of medical opinion in this country, the American College of Obstet- 
rics and Gynecology, the residency review committee, the program 
directors of obstetrics and gynecology in this country, feel that it 
is important for this procedure to be trained, to be a part of train- 
ing programs during residency in obstetrics and gynecology for 
those residents who do not have moral, religious, or legal restric- 
tions from providing this service. 

Chairman HOEKSTRA. This really does concern me. Obviously 
these people are not qualified, and we have many doctors out there. 
Is there some way that we can go back and catch these people that 
have graduated in the last five or 10 years and as part of their cer- 
tification for medical training, that they now go back and get this 
additional training to make sure that they are qualified to do that? 
Is that the next step in this process? 
Dr. D'Alessandri. No. 

Chairman Hoekstra. That for all of these OB-GYNs out there 
today practicing, that over the next five years we require them to 
be trained? 

Dr. D'Alessandri. No. 

Chairman Hoekstra. Why is that not a natural step? 

Dr. D'Alessandri. I did not say that. What I said was that it is 
the opinion of medical specialists in this area that training for this 
procedure is important. 

Chairman HOEKSTRA. Right, and they do not have that training. 
So why wouldn*t this be a natural follow-up that says to protect the 
public we should have a remedial training program that makes 
sure that doctors that have graduated from our medical schools 
now get this training? 

Dr. D^Alessandri. Because if you have a religious or moral objec- 
tion 

Chairman Hoekstra. No, but I mean 

Dr. D'Alessandri. [continuing] to this, then why should you 

Chairman HOEKSTRA. Eighty-eight percent of the medical schools 
have not been training in this practice or it has been an elective. 

Dr. D^Alessandri. I do not know what you are talking about. I 
have not seen that data. So I cannot respond to that data. 

Dr. Ling. Mr. Chairman, may I respond? 

Chairman HOEKSTRA. Yes. 
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Dr. Ling. The issue of competence on an individual level is to- 
tally separate from the issue of requiring the education of that pro- 
cedure. What v^e are talking about here, what you are raising is 
are those individuals who have previously trained when there was 
no such requirement, are they competent? That is not something 
that can be determined as a blanket statement. That has to be de- 
termined on a case-by-case basis. 

What is important here is that the concern that we all have is 
for the quality of care for the patients, and this is a procedure 
which requires training, like any other operation. If you will, it is 
like a hysterectomy. I do not believe that Congress would feel com- 
fortable in trying to teach residents how to perform or when to per- 
form or how to manage complications of a hysterectomy. 

Abortion is a technique that has many subtleties to it and, there- 
fore, must be taught with a degree of sensitivity and mechanical 
expertise also. So I think what you are asking is actually a dif- * 
ferent issue than what the ACGME is proposing here. 

Dr. Levatino. Congressman. 

Chairman Hoekstra. Yes. 

Dr. Lkvatino. If I may add to this discussion, I think the issue 
of training and somehow the induced abortion, there's something 
magic about it in terms of being very different from the training 
that ever>' resident gets until it comes out of their ears taking care 
of miscarriages — almost one in four pregnancies end in mis- 
carriage. That is a lot of patients that you have to do D&Cs on for 
miscarriage, spontaneous miscarriage. 

Fetal death in utero even in the second trimester is not all that 
rare. We see this and deal with this on a regular basis in our train- 
ing program. 

I really have to take issue with this idea that somehow a resi- 
dent must be trained with induced abortion on live kids to be able 
to do this procedure competently. As one example, when I grad- 
uated from my residency in 1980, the laser was brand new to gyne- 
cology. I got no training in laser when I was a resident because 
there was no such training available. 

When this came to the fore in practice, I knew that this was an 
important part of my practice. I went, took a course, learned how 
to use a laser with proper instructors, and then went and did my 
procedures. It is not that difficult to learn. This idea that somehow 
if residents are not forced to do it during their training years as 
residents I find objectionable and misleading. 

Chairman HOEKSTRA. Dr. Smith, do you really believe that there < 
is broad-based support at the professional level for these changes? 

Dr. Smith. No, I do not, and I think that it is important for peo- 
ple to realize that what happens is there is a political reality about 
these program directors meetings that they keep referring to, that * 
if you kind of understand the corporate culture that exists in aca- 
demic medicine, these are not meetings where the board, so to 
speak, says, "Well, Program Directors, tell us what you want. Let's 
all vote on it, and then we will decide what is best for residency 
training." 

Basically what happens at these meetings, and 1 have been to a 
number of them since 1990 when I first started as Medical Director 
at the program I am associated with, the program directors are in- 
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formed of what they will be doing, period, and there is lots of dis- 
cussion, and there is lots of give-and-take, but I think most of the 
program directors who go there recognize that what is basically 
going on is you are being told what they have decided you are 

going to do. * . ^ . r 

At my own organization, I know the American Organization ot 
Pro-Life OB-GYNs has been writinf| different leaders in organized 
OB-GYN since 1973 when Roe v. Wade became a reality. We have 
continuously asked that they poll the clinicians that provide these 
services so that they can give us accurate feedback as to whether 
or not physicians who are in the field support a lot of their decision 
which are patently pro-abortion, and I know of at least two commu- 
nications to former Presidents of AAPLOG in which the Board stat- 
ed, number one, 80 percent of all OB-GYNs Support what we are 
doing though thev never had any data to back that up, and num- 
ber two, in 1983, I believe, one of the last letters that Dr. Bulfm 
sent them, he basically wrote them back and said they were not 
going to poll the membership becausa it would cost $5,000 and they 
knew what the answer was anyway. ^ ^ . 

WTien we polled the entire Nation and spent $40,000 doing it, the 
results that we obtained at least from the people that practice OB- 
GYN in this country, almost across the board, did not support vir- 
tually any decision that came out of organized medicine in the 
nameof OB-GYN. . ^ u • 

So I do not question that they are concerned and they have their 
own opinion about what is best, quote, to educate doctors in the 
country. I would question, number one, whether they are rep- 
resentative. I would question, number two, whether they even lis- 
ten to people that have any kind of a notion that the prenatal 
human being is a person, and we, therefore, have a very big moral 
problem with the way they are approaching this issue. 

I think that it is also very obvious that if you look and you ask 
the people in our profession, that we are just as divided as every- 
body else is in the lay community, and so I do not think that any 
attempt to demonstrate that this is something that has been 
agreed upon in academia is— it has been agreed upon by the people 
who sit on the board, but it has not been agreed upon by the people 
who actually practice the specialty in this country. 

Chairman Hoekstra. I will yield to Mr. Sawyer, but I cannot 
help but express my disappointment for where ACGME is on this. 
In listening to the testimony and having studied this issue, I really 
believe this is one where leadership of the medical organizations 
has run amuck, that is, a pushing of a political agenda, and I can 
only ask a couple of questions. o ,t7 t. 

You know, why are you doing this to Congress? We have en- 
tmsted you with a significant responsibility, and you have moved 
it into a political agenda, and you are going to find that as you 
j^ove— you have to recognize the decision you have made. You have 
made a political decision and, as such, you can expect political bod- 
ies to become involved in that process, which is what nobody on 
this panel has wanted to do and was why we entrusted the medical 
profession with those responsibilities in the first place. 

You have moved out of the box to where you are today. It is not 
Congress moving into your box. You have moved out of your sphere 
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into ours, and that is whv we are having this hearing. That is why 
we are going to be proposing legislation, and that is why we are 
dealing with this issue, because of the political decisions that you 
have made. 

I will now yield to Mr. Sawyer. 

Dr. D'Alessandri. May I respond to that? 

Chairman HOEKSTRA. I am yielding to Mr. Sawyer. 

Mr. Sawyer. Mr. Chairman, I would be pleased to have Dr. 
D'Alessandri respond to the comment if you would be comfortfcible 
with that. 

Chairman HOEKSTRA. Yes, fine. It is your time. 

Mr. Sawyer. I know. I just want to obsei-ve that we did not keep 
time on your turn. 

Chairman HOEKSTRA. It must have been an oversight. We did 
not keep time on my time? I am sorry about that. 

Mr. Sawyer. We did not. 

Chairman HOEKSTR\. We will be very generous with the gavel as 
we traditionally are in this committee. 
Mr. Sawyer. I thank you, sir. 
Chairman HOEKSTRA. Thank you. 
Mr. Sawyer. Doctor? 

Dr. D'Alessandri. My comment is, first, that this is not a politi- 
cal decision on the part of the ACGME. This process came up as 
part of the normal review for these guidelines over two years ago. 

In addition to that, the standard that had been set many years 
ago was the requirement for family planning. Within that stand- 
ard, training and abortion was part of that standard. It had always 
been part of that standard, and the only thing that the new stand- 
ard does is make that more explicit and put it into language that 
is much more clearly understood, but that has been the standard 
forever or at least for the last 10 years for this RRC. 

Mr. Sawter. Thank you. 

Let me just observe that politics is not limited to publicly elected 
political bodies. Politics exists within corporate structures, within 
universities, within labor unions, any place people come together. 
The decisionmaking process particularly around divisive issues in- 
evitably involves the give and take of human tensions, which is, in 
part, one of the characteristics of the work that we do here. 

I clearly sense that there is a political division within the profes- 
sion, and I think that we do well to acknowledge that here. I take 
on face value that the traditional role of the medical profession as 
it comes before us today has sought to acknowledge that political 
difference perhaps not to the satisfaction of those represented 
across this panel, this panel representing a broad spectrum of dif- 
fering views within the profession. 

But I have to return to the issue that I raised, Mr. Chairman, 
when we began this hearing, and that is the long and well accepted 
tradition that the Congress not engage itself in the establishment 
of specific accreditation standards for educational programs. We 
have always deferred to experts from the chosen field or profession, 
and the Federal Government has never, to my knowledge, involved 
itself in the determination of the appropriate level of education re- 
♦iuired to practice in a particular medical specialty. 
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Let me just turn to the two folks who have been engaged in this 
cirectly, this process, Dr. Ling and Dr. D'Alessandn, about why t 
is most appropriate for medical experts to make these kinds of deci- 
sions and whether you both would agree that it would be a dan- 
gerous precedent to transgress that longstanding tradition. 

Dr LlVG As I mentioned before, I believe it would, indeed, be 
most appropriate to turn to those with the greatest expertise in the 
area with the greatest access to the scientific knowledge that we 
ha^e to determine the standards by which we are educating the 
practitioners of the future, and I believe that AGOG has s ood by 
those principles in its goal of trying to represent the Practitioners^ 
I would like to take a moment just to clarify because I know this 
committee is meeting for informational purposes. I think it is im- 
portant that you have all the information. Dr. Smitn referred to a 
survey which is purported to represent more accurately the feelings 
of obstetricians and gynecologists when in reality it does not^ It re- 
ceived only about 25 percent response of the 37,000 or so question- 
naires that she sent out. , . 

Interesting enough, of those 25 percent respondents, only 16 per- 
cent actually considered themselves anti-abortion advocates So 1 
ihink that when yc.i start looking at surveys particularly with re- 
gard to very emotional issues, the science of those surveys how 
well representative they are of the people who are surveyed has to 
r' allv be kept at a very modest level. 

Bu+ I think that what the committee ought to try to focus on is 
how best to take care of women, to provide the best health care tor 
these patients as we try to do in our practices. We recognize that 
individual physicians will choose not to perforni abortions, but at 
least they have the training by which should they be required to 
do so on an emergent basis they will have had the optimal oppor- 
tunity to do so. 
Mr. Sawyer. Dr. D'Alessandri. . 
Dr D'ALESSANDRI. Professionals who provide sei-vices and teach 
must be allowed to oversee the curriculum for the professionals in 
their programs. It would be a disaster for Gongress or a leg islature 
to become involved in defining what is the appropriate cuiviculum 
for a physician, whether in obstetrics-gynecology or internal medi- 
cine or any area. , , i t „ 
Gould you imagine what kind of program we would have if we 
would allow that? It would be aliaost as bad as the ACGME pass 
ine laws for the country. That is not something that ACGME does 
or is interested in. It is not a political organization m the sense of 
doing anything more than looking at quality in programs a.,d ac- 
crediting those programs to protect the public. 

I think it is really essential that the education for our profes- 
sionals, for the lawyers or physicians or whatever, remain m the 
hands of those people who understand it best, and, yes, there is dif- 
ference of opinion within the profession, and, yes there should be. 
But this is.sue that I think I am hearing today extends beyond the 
profession and is something totally different. . . 

As long as this is a legal procedure, we should be training people 
so that tliey can perform it competently. 
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Mr Sawyer. We have heard several times both from Dr. Smith 
f.niKilu ^^"^ surgical techniques and the treatment of 

stillbirths and miscarriages are identical to elective abortions. 
Could you comment on that and whether or not those techniques 
are sufficient for induced abortion? 

ChJi. °f'^''f^n°''^-j°'"- h^^^ me. He is the Vice 

Chair ot the RRC and an obstetncian-gynecologist. I think he could 

answer that very well if you would allow that. 
Mr. Sawyer. Mr. Chairman, we would have no objection 
Chairman Hoekstra. I believe we have some experts on the 

panel who are 

Dr Ling. I could answer that. Mr. Congressman 

1 think what we are dealing with here are a wide range of pa- 
tients. The issue of just the mechanical techniques is only part of 
the overall picture. The needs of a patient who has undergone a 
spontaneous miscarriage is one very sensitive issue, but the needs 
ot a patient who is facing the dilemma of carrying a pregnancy 
whether conceived under unusual circumstances, is totally some- 
thing different, and in order for our physician> to have the maxi- 
muni ability to daal with both the emotional, psychological, as well 
as the technical issues, being exposed to the whole gamut of this 
wide myriad of patients is very important in order to insure that 
Tioners" ^'"^ ^ ^^""^ °^ competent of practi- 

Mr Sawyer. Let me ask one closing question. I would agree that 
It IS genuinely a sad reality that over a million and a half abortions 
are performed in the United States every year Is there any other 
procedure performed this frequently for which a physician does not 
need to be trained? 

Dr. Ling. Very si^mply, no. There is no other procedure that falls 
m that category. Clearly, to give patients the best care, the physi- 
cians and the practitioners must receive the best training possible 
to render the best care. y^ooiuic 

Dr. D'Alessandri. I know of no other procedure 
Mr. Sa\V\'ER. Thank you. 
Thank you, Mr. Chairman. 
Chairman Hoekstra. Mr. Weldon. 
Dr. Weldon. Thank you, Mr Chairman, 
ling"^ I would direct first to Dr. D'Alessandri and Dr. 

As a physician myself who is pro-life, I have had the opportunity 
to discuss this issue with a number of my colleagues over the 
years, and while I find that very many of them take a pro-choice 
position on this issue, they usually always say to me that they 
would never perform the procedure, and they wo".ld never consider 
performing it, and when you ask them why, it is because they are 
very well aware of the fact that it is the taking of a human life 
and they hke me went into the field of medicine because they want- 
ed to help people and care for people and heal people, and that this 
particular procedure runs directly in contradiction with those moral 
principles that led them to go into the medical profession. 

Now, in essence what you are going to be doing with your new 
accrediting requirements is pushing more residents into learning 
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this procedure, and that is, in effect, something that they do not 
want to learn and that they do not want to perform. 

At least when I was in, as an internist I did not go through an 
OB-GYN residency, but when I was a medical student rotating on 
the OB-GYN service, there were some residents who did not want 
to have anything to do with this procedure. There were some fac- 
ulty members that did not want to have anything to do with the 
procedure, and the system seemed to work out very nicely in that 
they could just stay away from it, and the ones who wanted to 
learn it and the ones who were willing to do it could teach the ones 
who wanted to know it, but in effect, you are placing a further 
mandate on this procedure. At least that is what it appears to me 
from reading your regulations that you are trying to promulgate. 

Dr. D'Alessandri. No. 

Dr. Weldon. And then I would additionally like to say that you 
have put us in an awkward position because we have delegated au- 
thority to you to regulate the profession or at least we have indi- 
rectly delegated it by not getting involved, and when you pass a 
regulation like this, it will put us in an awkward position in the 
sense that to get Medicare funds for reimbursement for residents, 
they have to be in an accredited program, but we passed the Reli- 
gious Liberties Act, which says that you cannot force people into 
this, and there is a lot of indirect coercion that goes on in training 
programs. 

At least when I was a medical student and I was on call one 
night and the resident told me he was going to do an abortion, I 
was in the awkward position of either saying, *Teah, I will come 
along and watch," or annoying this guy and in effect perhaps jeop- 
ardizing my ability to get a reasonable grade out of the course. 

So if you could comment on some of these things, I have some 
very, very seriou-^ concerns about what you are doing, and I have 
to say I agree w h the Chairman on this issue that this seems to 
me to be a very politically motivated agenda. 

Dr. D'Alessandri. Mr. Weldon, let me comment that during your 
training and your experience and your ability to say, "No, I do not 
want to perform that," what we have done with this guideline is 
to maintain the exact same conditions for residents. If the resident 
says that they feel that they have a moral or religious objection to 
doing this procedure, they will not have to do that procedure. That 
has not changed whatsoever. 

And, in fact, what we have tried to do is to make sure that there 
are good protections for residents. One of the responsibilities the 
ACGME har. is not only to the student, but also to the resident, 
and so, therefore, we will insure that residents who have moral or 
religious objections to performing this procedure will not have to do 
that. ^ , . , ^ 

Dr. Ling. As an extension of that, the trainmg of these residents 
who choose to utilize these skills must be as good as it can possibly 
be in order to maximize the quality of health for these women. Yet 
we all recognize the fact that some physicians even who are 
trained, who during residency choose to obtain this training, may 
choose not to utilize those skills or may be forced to utilize those 
skills in an emergency situation, but again, we would all certainly 
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want the physician to be able to apply at his or her own choosing 
those techniques. 

Dr. Weldon. Well, let me just go back to the original regulation 
that you proposed. Now, I realize you are attempting to change 
that, but the language that you originally proposed stated that 
such residency programs must have mechanisms which insure, in- 
sure, that residents in their program who do not have religious or 
moral objections receive education and experience in performing 
abortion; you are saying performing abortion, not dealing with com- 
plications. 

Dr. D'Alessandri. That language has been changed, Mr. Weldon, 
and I have provided a copy of the revised language, and as I testi- 
fied earlier, this was done subsequent to meetings with the Catho- 
lic Health Association, with Dr. Fishbum who is the chair of the 
RSC, Mr. Alleii, who Is the chair of the ACGME, and myself and 
a number of others, and understanding their position a little bit 
better than perhaps we had, so the language has been changed so 
that it is that they do not impede residents in their program. They 
do not have to take an active role in providing this. 

Dr. Weldon. Well, just to go back to what the Chairman said 
earlier in your new proposed regulations where you have, number 
one, they shall not impede and, number two, must publicize such 
policy to all applicants to that residence; I think it would be a rea- 
sonable thing to also require that they must publicize that they 
will require residents to receive this training to allow those appli- 
cants to the residency program who object to this procedure to be 
aware of what they are getting into in the training program. 

I am running out of time. I would just like to direct 

Chairman HOEKSTRA. We are running a generous gavel. 

Dr. Weldon. We are? 

Chairman HOEKSTRA. Yes. 

Dr. Weldon. Okay. 

Chairman HOEKSTRA. I hope you are not offended, Mr. Roemer. 

Mr. Roemer. We will take that under consideration, your rec- 
ommendation, sir. 

Dr. Weldon. Dr. Levatino, you said that you were performing 
abortions and you now no longer do. If you could, if you do not 
mind, if you would please explain why you abandoned that proce- 
dure. 

Dr. Levatino. Explain why? 

Dr. Weldon. You abandoned performing abortions as part of 
your practice. 

Dr. Levatino. To tell that story completely would take more time 
than I think is reasonable, but I had no religious or moral com- 
punctions about doing abortions as a resident, and as I said, I was 
one of only three practitioners that I am aware of in the capital dis- 
trict around Albany, New York, that performed D&E or second tri- 
mester abortions up through 20 weeks. I was very popular in terms 
of getting referrals for that procedure because so few physicians do 
them. 

When I was engaged in my training as a resident, I was learning 
to do abortions and doing a fair number, as I said, had no com- 
punction about them whatsoever, but at the same time happened 



to have a situation where my wife and I were desperately trying 
to adopt a child because we could not have one of our own. 

We were also very fortunate in being able to adopt. I have mixed 
feelings about abortion only because of my own selfish reasons at 
that time, because of the inability to find a child and knowing dam 
well that I was part of the problem, one of the reasons why I could 
not find a child to adopt. 

Once we adopted our child and had our family, those concerns 
evaporated because, as I said, my selfish goal was achieved, and as 
I said, in private practice I continued to do abortions for five years, 
again with no compunctions about them. 

Two things really drove me out. One was I got a belly full of see- 
ing bodies ripped apart in D&E abortions with literally those little 
dead faces looking up at me from the table. It is absolutely abhor- 
rent, and what really hit me across the head was that the little girl 
that we were finally fortunate enough to adopt was killed in an 
auto accident, and she literally died in my wife's and my arms, and 
having gone to that and then trying to get back to business as 
usual, I could not. I could not possibly tolerate it, and I stopped. 

Dr. WeldON. Well, I appreciate you sharing that. Obviously that 
is a very sensitive issue. 

Dr. Elkins, did you have a comment that you wanted to make? 

Dr. Elkins. Yes. I think one of the things that we might say that 
might be helpful to this discussion is that we keep talking of abor- 
tions as if they are all one entity. Mid-trimester abortions, espe- 
cially D&E, is a very complicated procedure, and I am wondering 
if, you know, as they are thinking of revisions even further, which 
I hope they will do, I wonder if the ACGME would not consider 
separating out the concept of mid-trimester abortion training, 
which I think all of us have had to do that procedure which occa- 
sionally it is in every way medically indicated. 

That is a procedure that does require some training. What we 
are talking about here is the first trimester procedures, which we 
are being all pushed now to participate, which makes it appear to 
all of us to be overtly a political statement on the part of the 
ACGME, not a medical one, which is what we keep coming back 
to. 

If they separate out in their thinking the mid-trimester proce- 
dure, which is a difficult one, from the rest of temiinations of preg- 
nancy, it will make more sense to OB-GYN programs, to all of us, 
because it is a distinctly different, complicated, and complex proce- 
dure that does require somebody to teach you how to do it besides 
what some of our residencies do provide. There is a big difference. 

What we have here today from the ACGME, and what all of us 
have read in their papers and literature that they have sent to us 
appears to be a poUtical agenda. That is what is so bothersonie to 
us, and none of us want politics involved here, from the committee 
or from the government. I think maybe it might help if they consid- 
ered this a little separately in their further deliberation. 

Dr. Weldon. Thank you, Mr. Chairman. 

Chairman HOEKSTRA. Mr. Roemer. 

Mr. Roemer. Thank you, Mr. Chairman. 

As this panel is learning quickly, and as the audience probably 
already knows, Members of Congress, although we say that we are 
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not going to get involved in issues, we pontificate and promulgate 
on everything from sewers to space, from flag burning to flag wav- 
ing, and I am sure that we will give you our opinions on this issue 
and other issues today and tomorrow, and there is a great deal of 
concern about this standard. 

I personally think that this standard is unclear. It needs clari- 
fication, and I think that it has tipped the balance, so to speak. I 
have a number of questions about the old language and the new 
language and what you are attempting to clarify. 

Specifically, Dr. D'Alessandri, let me ask you a couple of ques- 
tions. You have expanded the language now to include in the first 
sentence in the new language '^experience with an induced abortion 
must be part of residency training, except for" and the new lan- 
guage here is "programs and" and then the old language, "residents 



So you have incTud.ed now programs in addition to residents. Out 
of 268 residency programs, about 31 of those, I believe, are Catholic 
residency programs, and my question would be very specifically to 
you: given the conscience clause exclusion on ethical and legal and 
religious exclusion, how will both individual residents and now pro- 
grams which youVe expanded it to, how will these people and pro- 
grams be eligible under the conscience clause exclusion? What proc- 
esses could they go through to gain this now? 

Dr. D'Alessandri. Okay. The way this would be evaluated, and 
this is, I think, what you are asking me, is that during the resi- 
dency review of the program, the program would identify itself as 
a program having a religious or moral objection. Therefore, those 
questions related to the performance of abortion during the resi- 
dency would noc be relevant. 

The residents would be asked if they have a religious or moral 
objection, as well, and those would be noted. 

Now, within the residency program, the last part of this also 
makes it the requirement that the program notify applicants of 
their religious or moral objection to the performance or this proce- 
dure. So residents coming into the program would understand that 
and would know about that. 

Mr. ROEMER. So, again, I think I need more clarification. So if 
you are one of the 31 Catholic hospitals that is now eligible as a 
program to be excluded under the conscience clause, they still have 
to go through all of these other steps, although they are recognized 
as a program, to not impede residents, to publicize policy to all ap- 
plicants in the residency, and do all of that, even though they are 
eligible as a program to be excluded under the conscience clause? 
Dr. D^Alessandri. They need to inform applicants, yes. 
Mr. ROEMER. They still need to go through all of these things? 
Dr. D'Alessandri. They need to inform applicants. I am not sure 
what you mean by all of these things. 

Mr. ROEMER. Well, number one and number two. 
Dr. D'Alessandri. Yes. 

Mr. RoEMER. Has the Catholic Health Association agreed to this 
new language? 

Dr. D'Alessandri. They have looked at the language and, I 
think, feel that programs at their hospitals can meet this standard. 
Mr. RoEMER. But is that a ringing endorsement? 
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Dr, D'Alessandri. I think from that association that is probably 
a ringing endorsement. 
[Laughter.] 

Chairman HOEKSTRA. Mr. Roemer. 

Mr. Roemer. You are not putting the words in their mouth. 
Chairman HOEKSTRA. If the gentleman will yield. 
Mr. Roemer. I will be happy to yield. 

Chairman HOEKSTRA. I believe that we have information that 
states that the Catholic Health Association does not support this 
new policy. Their hospitals may meet this requirement, but that 
does not mean that they support this policy. 

Mr. Roemer. Okay. Well, I thank the Chairman for clarifymg 

that. ^ , ^ ^ 

Dr. D*Alessandri. I gave you my opinion of what that statement 

meant. i u t 

Mr. Roemer. You were saying that you thought that the Catholic 

Health Association did endorse this language. 

Dr. D'Alessandri. No, I did not. I said that they can meet this 

requirement. 

Mr. Roemer. But I asked you did they support this language. 
You said that they could meet the requirements. 

Dr. D^Alessandri. That is correct. 

Mr. Roemer. My question was do they endorse this. 

Dr. D*Alessandrl That is correct, and I said I thought that that 
was a ringing endorsement, but I did not mean to imply that they 
had endorsed this. -r* t • 

Mr. Roemer. Another question I would ask to Dr. Ling. Dr. Ling, 
you used one of the hypothetical examples in your testimony about 
the need to provide these abortion techniques, and one of the exam- 
ple was that a woman finds out that she has a birth defect and 
that there is not a doctor within 250 miles that can perform the 
abortion. 

So were you then saying that we need to train residents with 
abortion techniques so as to immediately come in within, what, a 
two-hour period or a 10-hour period and perform an abortion based 
upon the decision of the doctor and the family and the woman? 
Why does that have to be in such an expeditious time frame? Why 
would that be a legitimate example? 

I certainly understand, although do not agree with, your example 
of the woman hurt in the car accident, but how then do you make 
the assumption that this needs to be a technique based upon a 
medical hypothetical where the time factor might not be as needed 
as in the first example you used? 

Dr. Ling. I appreciate that question because it does, indeed, ad- 
dress the subtleties with which we are dealing with a wide range 
of clinical cases. What I excerpted for you in my testimony were 
three specific examples in only one physician's experience over the 
last year in his midwestern practice, where patients that ulti- 
mately were needing treatment with techniques of abortion did not 
have physicians who were prepared to provide those services, in 
some cases on a more emergent basis, in other cases in a less emer- 
gent basis, but nevertheless cases in which the option or the oppor- 
tunity to even have someone discuss with them in a knowledgeable 
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fashion the pros and cons so that she could make an informed deci- 
sion was not even available. 

I think that is why the concept of allowing the education of all 
residents who do not have a moral or legal or other type of restric- 
tion on them, allowing the maximum number of people to be ex- 
posed to the best education and training possible, will ultimately 
lead to what we all want, which is the best care of patients in al- 
lowing them to control their own destiny as far as knowing what 
the complications, the benefits of various techniques and therapies 
are. 

Mr. ROEMER. Certainly seen from my viewpoint, and obviously I 
am not a physician, but you were making a decision based upon 
there was not a doctor within 250 miles rather than the care of the 
patient, and again, I think that is one of the reasons why this lan- 
guage needs to be further clarified. 

Even the new language, I think, needs to be further clarified in 
terms of its intent, in terms of the conscience clause and exclusion. 

I would just sum up with one final question, Mr. Chairman, and 
that is in reading through the graduate medical students' choices 
of residencies, and maybe this question becomes a little bit more 
moot if there is language put in that further exempts these Catho- 
lic hospitals and programs, but I do not think this language does 
it especially since the Catholic Health Association is not in favor 
of it, but it seems like students have little choice as to wha' school 
they can pick. It is more like a national lottery system. 

Are there any efforts to change that system so that we do not see 
tb'^ kind of conflicts that are arising in this debate? 

Dr. D'AlessAxNDRI. The ACGME is not involved in the residency 
matching program. It is not part of that. 

Mr. ROEMER. I am not specifically asking you to comment on that 
as a member of your organization. I am asking you a question 
about what seems to be a very, very random process. Are there 
suggestions from you in terms of not your position on the council, 
but from your position as a physician? What do we do to address 
that randomness and the resulting conflicts that come about? 

Dr. D'Alessandri. I do not think it is quite a random selection 
as it may appear, Mr. Roemer. I believe that students actually do 
get to choose, and I think that in our institution at West Virginia 
University School of Medicine, for example, 85 percent of our stu- 
dents receive their first choice, and probably 98 percent or 95 per- 
cent at least receive their first or second choice. 

So I do not think it is quite as random as it might appear 

Mr. Savvyer. Will the gentleman yield for just a moment? 

Mr. Roemer. I would be happy to yield. 

Mr. Saw\^er. If I could, Mr. Chairman, because I am not sure I 
am going to be able to return after my vote, particularly when it 
comes to program and hospitals, we have been operating under, I 
think, an assumption that a hospital that refused to fully comply 
with this changed standard would lose its accreditation and there- 
by be denied Federal funding. Is either of those circumstances the 
intent of the ACGME? 

Dr. D'Alessandri. Not only not the indent, Mr. Sawyer, but to 
my knowledge no program has ever lost its accreditation because 
of failure to meet this standard. 
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Mr. Sawyer. This standard in its currently proposed form or m 
any of its previous iterations? 

Dr. D'Alessandri. In any of its previous iterations, which re- 
quired training in abortion procedure. 

Mr. Sawyer. Thank you very much. 

Thank you for your latitude. 

Mr. ROEMER. Mr. Chairman, I would just say that I will continue 
to have deep concerns about even this new language, given that the 
Catholic Bishops and the Catholic Health Association and a num- 
ber of the very, very relevant organizations that are directly in- 
volved in the negotiations on this very sensitive point do object to 
this new language, and I think that there will be considerable con- 
troversy about the new language even though certain opinions are 
that it solves some of these problems. 

And I thank the Chairman. 

Chairman Hoekstra. Thank you. 

The subcommittee will recess and reconvene at three o clock. 
[Recess.] 

Chairman Hoekstra. The subcommittee will reconvene. Thank 
you. 

Mr. Souder. ^ . . 

Mr. Souder. Thank you, Mr. Chairman. I appreciate the oppor- 
tunity to be able to ask questions today and would also like to be 
able to ask some further questions in writing and also allow the 
witness to answer in a little more detail after the hearing for the 
record because some of the questions I want to ask I would like to 
get some factual things on the record that we have left a little bit 
up in the air. r u ^ 

I first want to state just kind of as an opening comment ot what 
is likely to be the maior debate if any legislation is to come up and 
put myself on the side of the Chairman as far as it may seem to 
the association that we are entering a political process or that it 
did not seem like a political process. Personally I question that, 
and I really think that part of an exchange like this is that we 
need to treat each other as adults. 

You made a political decision. It obviously had not used the word 
"abortion" in your language before, and you have done that. You 
have now entered the most contentious modern issue, and you have 
put us in a situation. , 

Of course, we have the right as stewards of taxpayer dollars to 
then intervene. If you would deny certification to African-American 
doctors or to Asian doctors, we would step in and not allow Federal 
funds to be used. When you put yourself in the political arena, you 
are now in the political arena. I wanted to make that statement on 
the record because that is one of the things we are likely to debate. 

But there are a couple of factual questions that I wanted to get 
into. One is the survey. Dr. Smith, there was some question. Is it 
accurate that you had about a 25 percent response rate and 9,000 
responses? Was your organization identified? Was it an outside 
firm? Did people know who it was going to, questions like that? 
Was it geographically balanced? 

Dr. Smith. Yes, I do want to talk about the survey. Number one. 
the survey was sent to 37,000 OB-GYNs throughout the Nation. 
Mr. Souder. By your organization? , 
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Dr. Smith. By my organization, American Association of Pro-Life 
Obstetrician-Gynecologists. 

We identified ourselves. The results were tabulated by a private 
firm. So we had no control over the answers that we received. We 
asked, which is something that organized medicine has failed to do, 
about this particular issue. We at least asked people: give us your 
answer. 

We had 10 questions we asked, which I have provided for the 
committee, and we identified who we were. We received a 25 per- 
cent rate which was 9,000 questionnaires returned out of the 
37,000 sent. 

To assume that that, therefore, is not representative of what 
OB-GYNs think in the country, first I would say, look at surveys 
that are done on this issue. I am sorry I did not bring it with me. 
because I had actually a pamphlet on scientific or what you call 
probability surveys. Probability surveys mean that you can draw 
statistically valid conclusions from the results that you get. 

On this particular issue they said generally you need at least a 
response rate of 1,500. That is the first thing. 

The second thing is that when you look at when the abortion 
issue was asked by people throughout the country, the breakup on 
answers to Questions that we asked was identical to questions that 
are asked of Americans of every shape and form. So the assump- 
tion that because it was only 25 percent is not representative, I 
would say that our survey represents very accurately the divisive 
nature of this issue, and because OB-GYNs are people like other 
people, it is not surprising that our survey results were very com- 
parable to what other scientific results have shown. 

Mr. SOUDER. If I could get some additional information on the 
record, I think your last statement is accurate. It may not be a sci- 
entific sample, although doctors, I would assume and from my per- 
sonal experience, are a little less shy even if they are against a 
group. Certainly by having it be the group it skews it a little. Nev- 
ertheless, 3,600, if you take the 40 percent who disagreed with you, 
responded, and one of the questions that I had was not this kind 
of in generic meeting terms, but in the association when you polled, 
do you have any evidence of 5,400 on one side or 3,600 on the other 
side of any people asking you to change the policy or against the 
policy in your files? 

In other words, it is one thing to say this 9,000 is not representa- 
tive. Dr. Ling cited three cases from one doctor, but did you have 
a groundswell? Do you have lots of letters that were demanding a 
change? Any evidence that a change was demanded when you have 
a survey that at the very least shows the divisiveness? 

Dr. Ling. Again, I think that from the standpoint of AGOG, the 
issue here is the quality of care of patients and optimizing the 
quality of care for those women for whom we render the care. It 
is based upon what we believe to be the best scientific evidence and 
the best use of the expertise that is available to the specialty, 
across the specialty. 

We certainly recognize the fact that there is divisiveness. You are 
exactly right, Mr. Souder, because, indeed, the American Associa- 
tion for Pro-Life Obstetrician-Gynecologists is what we call an in- 
terest group within AGOG. It is a recognized interest because it is 
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not something that we want to exclude. In fact, we embrace the di- 
verse nature of our practitioners because there are many varying 
views. 

Mr. SOUDER. Apparently you did not have any demand from the 
membership of the committee decision that decided as far as your 
medical standards. In other words, you did not poll or you do not 
have mail or you do not have people saying, "Oh, we have got peo- " 
pie who are practicing abortions who do not know what they are 
doing." There is no even informal evidence of the need. It was a de- 
cision from the top that you needed to include it in the training. 

Dr. Ling. No, sir, that is not correct. AGOG has historical evi- 
dence, both surveys in the 1970s and 1980s. They were not a vote 
per se. They were random distribution of surveys to AGOG fellows 
at the time, and fully 85 percent were in favor of the position that 
AGOG was taking. 

Mr. SouDER. I would be interested in seeing any evidence like 
that or others of contact and needs that led to this. 

Dr. Ling. I will make sure that AGOG does forward that infor- 
mation to you. 

Mr. SoUDER. Another question 

Dr. D'Alessandri. Mr. Souder, excuse me. 

Mr. Souder. Yes, sir. 

Dr. D'Alessandri. You have to understand there are two dif- 
ferent organizations here. The ACGME, through its residency re- 
view committee, also as I described the process, asked for comment 
from many organizations across the country. We received over 300 
responses, and many of these are from large organizations, the 
AMA, the AAMG, other groups, also the Gollege, as well as other 
groups, and we received about 300 favorable responsos. 

Mr. Souder. On the abortion language in particulai? 

Dr. D^Alessandri. That is correct, and about 80 negative re- 
sponses. 

Mr. Souder. Any information you can provide on the specifics of 
that would be helpful. 

Is it true that the Medical Ethics Gommittee of AGOG rec- 
ommended against this? 

Dr. D'Alessandri. Dr. Ling should answer that since he is rep- 
resenting AGOG. 

Dr. Ling. The Gollege position was not against the specific lan- 
guage. I think it is important to understand that the College has 
not been able to respond to the language or has not even seen the 
language that has been presented this afternoon. So AGOG has not 
been able to respond to what we are looking at. 

Dr. D'Alessandri. Let me answer that also, sir, if I might be- 
cause this is a process, as I described before, that went over several 
years and comment was asked at many different stages and at 
many different stages of the development of this document. 

There was comment which said, you know, we are not happy 
with the way it is stated at this point and modifications were 
made. 

Mr. Souder. Dr. Smith made a very specific point. The Medical 
Ethics Gommittee of the American College of Obstetrics and Gyne- 
cology recommended that such a policy not be adopted. Is that 
tn.ie? 
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Dr. Ling. I think it is important to understand that ACOG's posi- 
tion was that institutions and individuals should not be coerced, 
and that is constant with what we are talking about today, allow- 
ing individuals and institutions to self-select into their participa- 
tion in these activities. 

Mr. SOUDER. I would appreciate getting a copy of the statement 
with comments from Dr. Smith and from the association because 
I realize the language is still formulating even as we participate in 
this hearing today, but it would be very helpful for us when we 
hear a very specific thing like that to be able to sort through that 
difference. 

Dr. Ling had several very specific cases that you use as an exam- 
ple and imply that they showed the need for this, I wondered if Dr. 
Levatino, I think, or Dr. Hannigan could comment on the specifics 
of those three cases, and then if Dr. Ling would like to make a 
comment, too, I am curious as to why you think the existing medi- 
cal training that was there would not have been able to handle 
these and would that not be true of other things as well. 

In other words, somebody may have a medical degree but not be 
able to handle a specific variation even if they had one short class 
or whatever. In other words, it may not alleviate the problem. 

Dr. Hannigan. The cases Dr. Ling brought up concerned mid-tri- 
mester abortions which actually would not be covered by this par- 
ticular change in the policy. This has concerned itself largely with 
induced abortion in the first trimester. 

Also, the conditions, I think, even though they were tragic would 
fall within the purview of a person adequately trained in maternal- 
fetal medicine and could be handled, I think, by a maternal-fetal 
medicine specialist or even a well trained obstetrician. 

Dr. Levatino. I want to echo that all of these are second tri- 
mester situations. We have a dead fetus at 23 weeks at one point, 
and we have two live fetuses in the other two examples. I dare say 
there is not a resident in my program either v/ho does or does not 
do abortions on a regular basis that would not know how to handle 
these. 

Dr. Ling. I appreciate Dr. Hannigan's and Dr. Levatino's com- 
ments on that, except they have totally misconstrued the purpose 
of those examples, and I think they are misrepresenting to the 
committee the purpose and the intent of ACOG's position. 

The point is that these were patients who had actual conditions 
for which at least in those circumstances had a physician who had 
not had previous training in handling abortion techniques. Those 
patients' needs could have been addressed more directly and by a 
more highly qualified clinician. 

By no means, as Dr. Hannigan has suggested, is the issue of in- 
duced abortion the case here. What we are talking about is just 
teaching educationally the techniques that some physicians may 
need in their practice. So I think that, again, what we are trying 
to provide here is a statement that will allow the best training for 
these physicians to render the best care to patients in the long run, 
irrespective of the circumstances in which they find themselves. 

Mr. SoUDER. I would like to make sure that the record is clear, 
and if anybody wants to make further comment in the record on 
that, which is that in reality you all kind of passed ships in the 
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night there. In fact, your cases do not prove that anybody who 
would have had a course in a school would have necessarily been 
trained because somebody may have graduated for some period of 
time, may not have worked with this, mav not have been com- 
fortable with that procedure. Not everybody knows every individual 
thing. They did not necessarily establish that they would know 
every individual angle either. 

The fact that somebody could not perform it at that particular 
point does not mean that that person did not actually go through 
a college where it was offered because you do not know that, and 
I do not know that. He may just not have felt that he was qualified 
to perform the abortion or wanted to perform the abortion because 
the doctor has a choice whether to perform the abortion. 

Dr. Ling. That is exactly correct, and again, I want to reiterate 
that no one at ACOG, at the College, is trying to represent the 

' need for abortion to be done by every physician. All we are trying 

to do is maximize the opportunities for patients to access knowl- 
edgeable physicians, whether or not they perform the abortion, so 
that if iniormation is needed, if procedures are required, that they 
have a greater opportunity to receive that treatment or informa- 
tion. Either may be the case. 

Mr. SOUDER. I will get to you in just a second. Dr. Smith. I had 
one other point I wanted to make, and that is that this is a tough 
debate. Those of us who are very much against Federal regulation 
of health care, if this did not come into the political arena the way 
it did, would be very uncomfortable with this type of debate even 
though I am very pro-life. 

But Dr. Ling raised an even more controversial question that 
puts this over the edge, really, and that is that you said it was not 
just a matter of training. We have some of the mid-trimester ques- 
tions, some of the details that we were going through there, but 
you said a lot of this is just making people so they can give better 
counseling and can give better advice to young girls considering 
this decision, which is clearly political since counseling is banned 
by Federal law because we do not allow Federal funds to be used 
for abortion counseling and have no intention. 

That was when you were addressing the question of the proce- 
dures. You said it is more than just procedures, that you also need 
to be able to counsel, help a young person walk through the deci- 
sion and do that. That is, if you have Federal furids involved in it, 
Federal abortion counseling. 

i Dr. Ling. Mr. Souder, if I may clarify what I think is a mis- 

understanding on your part, if a patient asks a doctor, "What hap- 
pens if I have an abortion? What are the potential consequences? 
How might I feel?" I think any physician would want to be able to 
provide that information to that patient. 1 think to take no position 
and give the patient no information is doing the patient and society 
a disservice. 

All I was suggesting was that patients would receive better care 
if the physician that they are with can answer their questions. I 
believe that is better served by allowing those residents to have ac- 
cess to training during their training program. 

Mr. Souder. I definitely understand your point as far as the 
technical, medical and safety, but when you get into abortion coun- 
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seling, you have entered a no-man's land, a very difficult subject, 
where it is a very fine line as you are counseling somebody between 
the health risks and the really moral, personal, family decision, 
and it takes very little time. It does not really require a special 
course to tell somebody the health risks. 

Dr. Ling. No, sir, and I agree with you 100 percent. I have found 
myself in that very position, trying to help a young woman, in some 
cases a very young woman, and her parents make a very difficult 
decision, and I believe that you are exactly correct. 

However, as an obligation to a patient, those of us who provide 
medical care should be able to deal with those procedures and 
those techniques that are legal, and that certainly in this particu- 
lar case I am not trying to imply that the physician should be di- 
recting a patient to obtain abortions. All I am trying to do is maxi- 
mize the patient's access to the information that will ^iic .hem 
to get better health care. 

Mr. SOUDER. I know Dr. Smith wants to make a closing comment 
in relation to that. I hope that you will take into extremely strong 
consideration so we may not have to do regulation that you have 
tilted the balance when you say you must publicize one side. In 
abortion counseling, at a very minimum, even on the medical facts, 
you should include the dangers of having an abortion and ^11 the 
sides with that in that mix. 

And, Dr. Smith, I said I would give you a chance. I am sorry I 
did not get to you quicker. 

Dr. Smith. Okay. Thank you. 

I would like to say that I have worked 15 years in the inner city, 
and I have dealt with patients, every single patient that he has 
listed here. I have never done an induced abortion, and I have 
taken care of people in worse situations than this. 

You do not need to do induced abortion, and particularly some 
of these dismemberment techniques. I have used things like 
prostaglandins and other things when you have to take care of the 
mother and her life is at risk. You do not need to learn the destruc- 
tive techniques that have been discussed here. It is totally unneces- 
sary in order to take care of critically ill patients. 

And th second thing, I do a lot of abortion counseling because, 
number i le, I take care of post-abortion syndrome victims who 
come to my office, who cannot get the counseling from the abortion- 
ists who do the procedure after the procedure, and because I am 
a primary care physician, many women all of whom know that I 
am pro-life will often ask me questions like, "Is it going to hurt? 
How much does it cost? I don't know what to do about this." 

I think whether you are pro-life or pro-choice, if you are a physi- 
cian and you are a primary care provider, you have to deal with 
this issue, particularly if you are an OB-GYN and you do not need 
pro abortion propaganda people to come and tell you how to do it. 
You do it because you care for the patient. You know the patient, 
and you empathize with the patient. 

Mr. SouDtlR. I thank the Chairman for his patience, and what 
we are talking about here is not the gag rule or prohibiting doctors 
from doing, but rather much like what we are having a vote on 
DOD on abortion counseling and funding with Federal funds, and 
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that is partly why we are involved in this debate, not on your indi- 
vidual practice, but because Federal funds are involved. 

Thank you, Mr. Chairman. 

Chairman HOEKSTRA. Thank you. 

Just a couple of quick questions. Dr. Smith and Dr. Hannigan, 
perhaps a simple yes or no. Does this new language help your pub- 
lic institutions? 

Dr. Smith. No. 

Dr. Hannigan. No. 

Chairman HOEKSTRA. It does not solve your problems? 
Dr. Smith. No. 
Dr. Hannigan. No. 

Chairman HOEKSTRA. What would solve the problem, going back 
to the original language? 

Dr. Hannigan. Going back to the original language. This, as we 
talked about earlier, may help the Catholic hospitals, but I work 
for the University of Texas, and I cannot make a statement on be- 
half of the State of Texas about what my moral feelings arc about 
abortion. I would like to have some control over my residency pro- 
gram and what I teach and what I am required to teach. 

Dr. Smith. Also, it is a mistake to paint this as a Catholic versus 
non-Catholic position. There are institutions that are not Catholic 
that have problems with this, and there are institutions like my 
own where there is pro-life/pro-choice faculty that are going to have 
problems with this. So it is not just a Catholic versus non-Catholic. 

Chairman Hoekstra. 1 would assume that there are public insti- 
tutions around the country, hospitals, that do not do induced abor- 
tion procedures, correct? 

Dr. Hannigan. Right. 

Chairman HOEKSTRA. The question for Dr. D'Alessandri, the lan- 
g^iage that we have received today, is this the final language that 
you plan to implement on January 1? 

Dr. D*Alessandri. This is part of the final language that will be 
implemented. 

Chairman HOEKSTRA. So this is the language that will be dealing 
with training on induced abortions that you plan on putting in 
place on January 1? 

Dr. D^Alessandri. That is correct, sir. 

1 just want to point out that any institution that has a moral, 
not necessarily a religious, but a moral objection to this does not 
have to provide the procedure. Any program, that word was also 
involved there, would not. 

Chairman HOEKSTRA. So this is what we will be working with 
over the coming months, and we will be in dialogue with over the 
next six months? 

Dr. D'Alessandiu. Yes, sir. 

Chairman HOEKSTRA. All right. There is no opportunity to 
change it? This is it? 

Dr. D'Alessandri. Well, this is what has been approved by the 
council and we expect to be ratified by the RRC within the next 
couple of months, yes, sir. 

Chairman HOEKSTRA. All right, and you recognize the implica- 
tions that that may have? 
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Dr. D'Alessandri. Well, I understand, sir, that as we have said 
this is a legal procedure. 

Chairman Hoekstra. I am not arguing that. You understand the 
implications of where this puts this Congress on dealing with this 
issue and dealing with the ACGME? 

Dr. D'Alessandri. I do not understand that, sir. 

Chairman HOEKSTRA. No, I am not asking you whether you un- 
derstand our position or not. You understand that you taking that 
position means that this Congress or there will be Members of this 
Congress that are going to work for action on this issue. Do you 
understand that? 

Dr. D*Alessandri. I understand that. 

Chairman HOEKSTRA. That is all I am asking. You understand 
that that is a position that some of us believe we are now put in, 
and that you have now involved us in the process. 

Dr. D'Alessandri. I do not believe we have involved you, sir. I 
believe you have involved yourselves. 

Chairman HOEKSTRA. I believe you have. Congress is going to be 
involved in this issue. I just want you to understand. We can argue 
about who started this chain. It is your language that has gotten 
a lot of people very excited about an issue that up until this point 
in time. We seem to be moving along, and we seem to dealing lairly 
well at it. 

I just wanted to make a couple of comments. 
Mr. McKeon. Mr. Chairman. 

Chairman HOEKSTRA. Do you want some time for questions? I 
will yield to Mr. McKeon. 
Mr. McKeon. Thank you. 

I apologize for not being able to hear much of the testimony, but 
this does remind m.e a little bit of the issue we had last year with 
the EEOC when they came out with some proposed language. How- 
ever, they were willing to discuss it with us and some changes were 
arrived at. It sounds like we do not have that opportunity here, 
that they have not given us an opportunity to make any changes 
on this or any discussion, and I guess that is what you are alluding 
to, further action that would have to be taken. 

Dr. D'Alessandri. No, sir. 

Mr. McKeon. It seems like it is fair 

Dr. D'Alessandri. I did not understand the question in that 
way, sir. I did not understand the question that way at all. 

Mr. McKeon. That is the way I understood it. I just asked a very 
clear question. Is this the language or is there an opportunity to 
influence it? 

Dr. D^Alessandri. I think there is always an opportunity to in- 
fluence things. We would be happy to continue discussion on this 
matter. 

Chairman HOEKSTRA. Will the gentleman yield? 
Mr. McKeon. Yes. 

Chairman HOEKSTRA. That is the process? 

Dr. D'Alessandri. Well, we would be happy to engage your stafT 
and set up a meeting. We would be happy to meet with you and 
have representatives from the ACGME and the RRC meet with 
you. We would be happy to do that, sir. 

Chairman HOEKSTRA. Okay. Thank you. 
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I will yield back. 

Mr. McKeon. I am a great mediator, you know, being a real 
moderate on all of these issues. 
[Laughter.] 

Mr. McKeon. Sir, I thank you. 

May I yield some time to Dr. Weldon? 

Dr. Weldon. I thank the gentleman for yielding, and I appre- 
ciate the opportunity to meet with members of the ACGME on this 
issue. 

I guess I just have one remaining question, and that has to do 
with a particular instance that was brought to our attention involv- 
ing the St. Agnes Hospital in Baltimore. I do not know if this was 
already brought up. I know I have had to go in and out. 

They lost accreditation because of a lack of family planning pro- 
gram. 

Dr. D'Alessandri. That is not correct, sir. 

Mr. Weldon. Was there" more to that particular instance? 

Dr. D'Alessandri. Considerably more. Since that is a matter of 
public record, we generally do not discuss these issues in any detail 
in a public way, but that was litigated, and there were many issues 
involved in that case. This was only one of the issues that was part 
of it. 

Mr. Weldon, Okay. That was the only question I had. 
Chairman HOEKSTRA. Okay. Thank you. 
Mr. Weldon. I thank the gentleman for yielding. 
Mr. McKeon. I yield back the balance of my time. 
Chairman HOEKSTRA. Mr. Sawyer. 

Mr. Sawyer. Well, Mr. Chairman, I just want to say that you 
have been certainly good to your word in terms of your fairness and 
openness. I will not repeat you. You at one point said you would 
have a liberal approach to this, and I do not ever want to have that 
be confused. 

[Laughter.] 

Mr. Sawyer. And you would not either, I am sure. 
This is obviously a deeply emotional issue. It is one in which peo- 
ple have deep moral investment, and I just want you to know. Dr. 
Levatino, I read one of the articles that you had written that went 
into greater detail about your journey from where you had been to 
where you are, and I cannot know how you felt, but I have some 
deep sympathy with how you feel, and I appreciate your being 
here, 

Mr. Chairman, I appreciate the quality and tone of this hearing. 
There have been a lot of hearings broadly on this topic across this 
Congress over recent years, and I would like it to be that this one 
has been constructive. 

I do not think we have resolved anything here today, but I think 
we have set a constructive framework for further discussion of a 
difficult issue. 

I particularly want to close from my point of view and get some 
reassurance at least from the representatives from ACGME about 
the intent of the language that talks about legal restrictions. I 
think it was Dr. Levatino who talked about the consequences of a 
variety of different State jurisdictions and their effects on the re- 
sults of this kind of program requirement. 
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Is it your intention that those State statutory limitations be re- 
spected with regard to the carrying out of this requirement? 
Dr. D'Alessandri. Absolutely, sir. 

Mr. Sawyer. Thank you very much. .1 appreciate it, Mr. Chair- 
man. 

Chairman HOEKSTRA. Thank you. 

Any other Members who have any other questions? 

(No response.] 

Chairman HOEKSTRA. Just let me wrap up and make some clos- 
ing comments and hopefully continue to be constructive, although 
somewhat frustrated by what I have heard today. 

I came to this hearing and I conclude this hearing with a rec- 
ognition that I believe that there is many individuals who would 
like to go into the medical profession who would not want to go 
through the parts of the training that you are now in a position of 
starting to require. 

There are a number of institutions that would not want to offer 
that type of training and believe that by not offering that type of 
training, they can still provide excellent health care to the general 
public: 

I was hoping today that as we went through this process that 
somewhere along the line there would be a clarity of why this pol- 
icy was put in place, something other than it being driven by a po- 
litical agenda. I do not believe I have seen that. I have tried to go 
through the arguments. I have not seen a compelling medical need 
demonstrated. I have not seen an identification that the procedures 
that are being done here and the types of applications that you 
would want to have them used for, that they are significantly dif- 
ferent than the procedures that individuals are already trained in. 

I have not seen strong professional support from the medical pro- 
fession for this change, and it has been demonstrated here. It has 
also been demonstrated in contact with my office, 

I sense no strong public demand or support for this type of 
change, and actually could argue that there would be strong public 
disagreement with the medical profession moving in this area. 

Earlier the statement was made that the ACGME did not under- 
stand the position of the Catholic Health Association. I would lead 
you to consider that perhaps you do not understand the position of 
the American people and the public on this position. It is very clear 
that you do not understand the position of many Members of Con- 
gress on this issue. 

I appreciate your offer to meet with us and to consider working 
out something that might be appropriate so that we do not have 
to go through a legislative procedure. I am somewhat offended; 
maybe I should not be, but I do not believe that this is a woman's 
health issue. I believe that it is a much deeper issue than just a 
woman's health issue. 

You are trying to require training in things many doctors just do 
not want to do. You are trying to enforce a procedure that has been 
very, very divisive in this country, and you are moving it away 
from a position of choice to a requirement. 

There was talk about now we have to do this for health care. The 
doctors are continually making choices about specialties and train- 
ing and where they want an emphasis and where they will not. 
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They cannot be trained in everything. You have obviously made a 
decision that this is a priority that every doctor or every person in 
this profession, that this is one of the highest priorities. I do not 
necessarily see the compelling evidence coming out today for that. 

I thank the panel for their testimony. I think we have learned 
some things. We have gotten a deeper understanding, but perhaps 
most importantly we have gotten a commitment that we will ex- 
plore a way to address this issue. We will be in contact with you 
to try to set that up, to try to work through and resolve this issue. 

If not successful or on a parallel track, we will continue the de- 
velopment of the legislation and building a consensus in Congress 
that something needs to be done on this issue. 

So that is, I think, where we leave this hearing today, with an 
appreciation for your testimony, a commitment to work with you to 
see if we can reach an appropriate compromise, but also recogniz- 
ing that the fact that that may not be possible, and we will be 
working on parallel tracks to make sure we keep this area and this 
direction within a framework and within limits that we feel com- 
fortable with. 

So thank you very much. 

The subcommittee is adjourned. 

[Whereupon, at 3:28 p.m., the subcommittee was adjourned.] 
[Additional material submitted for the record follows.] 
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OPL-NlNOSTATIiMl^Nn* 

Congressman Pete Hoekstra, Chairman 

Subconuiiiltec on Oversight and Invastig^tbiis 
Conunitlce on Economic and Educalbnal Opportiuihics 
Wednesday, June 14, 1995 

Accredh A'l ION Si/VNOARDS ForOb./Gyn. 
The New Abortion Mandate 



I ct iiic say from tlic outset that 1 would 1mm.* prcfcnal not to hold tins hauing 
tod.iy. As a Congress, wc rely licavil> on the At'eredjtatum Council for Gr.uinatc 
Medical Hducation (ACGNUi) for making sure that doctors educated ni ilic I nitcd States 
arc qualified. I nfortunatcly, in rebniary of this year, the ACGMb" chose to expand the 
agenda of nicdual school accreditation far beyond simply establishing minimum standards 
for the profession and have launched into the area of taking sides in an extremely divisive 
nmral and scx'ial issue. It seems clear to iiic that I. as the chainiian of this o\crsight 
committee, and the Congress as a a hole. ha\e no choice but to address this issue 

Aboilion has been called a "third itiiI" of Anieriean p(ditics - an issue so hot that 
no one i\aiits to touch i«. The issue involves basif American \alues personal liberty and 
the piotcction of innocent life • uhicli seem to be in direct eonllict Ihe dilemma often 
seems mti actable, and emotions run high on both sides. This is \\h\ the word "pro- 
choice" IS so appealing to manv Americans. It suggests that c\cr>onc \m11 agree to 
disagree, that each person is allowed to luc in accord with his or her \alues. 

W hatever the validity of this appioach where human life may be at stake, sdnic 
new dc^elopmcnt.s cannot be called "pro choice " Thc\ iii\oKc forcing medical training 
programs in obstetrics and gynectilogy to perform and teach abortion tcchnnjucs against 
their w ill. Such developments seem both "anti-life" and "anti-chtucc " 

It IS of special concern to this conimntce that such coercion would be enforced by 
thrcatcmng to w iihhold accreditation fiom programs of graduate medical education And 
the matter is of special eoneern to Congress, because such accreditation may detenninc 
whether pnigranis ,uul students uxei^e educational loan benefits ami other fedeial 
assistance. 

This problem arose on lebruary 14 of this year, when the ACCiMl- issued new 
requirements for residency programs in obstetrics and gynecology All ob gyn residency 
programs will be required to tram lesident.s m the various methods of inthiccd abortion. 
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U liilc jiuiiMiiiKil MudciUs \ulh "inora! or rcligimiN cibji-ciioiij," M ill be able lo opt oui. an 
ad\ocaic of the policy has already \iritteii that those \«.ha objt*ct "siiould be required to 
explain why in a way that satisfies strinyeiU and explicit cntena" (Dr Barbara (Joitlieb. 
"Abonion ■ m New I'lipland Journal of Medicine. 2 23 95. p 532 > Moreover, no 

program can completely opt out. liven Catholic progr.iir.s and others with strong mora! 
objections must set up iiiecliani<ms to make Mire the traimnt! is pro\ idcd at another 
I'-V'^tion No conscience protection is provided for taculty incinHjis .rul their .staff 

The new rcqiiirenicnt. scheduled to lake cftcct on January 1. ivis directly counter 
to numerous state and federal eriactnients on tins issue. Federal conscience clauses seek 
to ensure that physicians, students and residents in medical schools and hospitals wiK not 
be discruninaled against for refusing to participate in abonion (42 L SC ^ 300a'7) In 
h)SS. Congress amended the Hdiication Amendments of IV?2 to enMirc that t'ederal "sex 
d I sen n I mat I on" provisions do not require any educational program or institution to 
piovide abortion benefits to staff and students. The Religious Freedom Restoration Act 
of 1993 allows any institution to file federal suit if a law or legulation would require it to 
act contrary to its religiously based moral code. 

The ACUMF; requirement threatens to pl.ice federal law in conflict w ith itself 
Medicare reimburses for medical procedures perfoimed by medical residents onlv if their 
rcMdeiicy program is accredited by the AC(iMl- (42 l.'SC $ I39x (b» (hj. 42 C\ R 
405 522k The Health 1 -.ducat ion Assistance Loan (HhAI } program allows giaduates of 
medical schools to defer repayment of their student loans duimi' residenc\. but only if the 
residcncs program is accredited by ACCiMF! (42 CFR if 60 1 1) How can CongiesN so 
t'lrniK proclaim protection for students and fa.ilitio that refuse participatiun in abonion. 
and then punish them b\ denying them the benet'its of the-^e federal programs ' 

The conllict in state law is no less troubling At least 41 states lu\e laws 
puitectmg the rights of indi\ idiials and fatilities tliat refuse lo participate in .ibortioii 
M> own state of Michigan declared that a "luKpital. clinic, institution, teaching 
institution, or other health facility" mav not be required to perform or participate in 
abortions, and that such facilities lia\e iiiimuiiitv a^iainsi any "ci\il or cnniin.il lubilits or 
peiultN" {Mich State. Ann ^ 333 2UlKl) Almost L-\er> iiK-inber of this sulHotnrnittee 
comes from a state with a similar law And yet man\ of these same siates den\ a license 
to practice medicine to a resident if his or her residenc\ progiam is not .lecn dited b\ the 
At tiMF. If that accreditation rests :n whole or m part on wilhiiiiiiess to pro\ide 
abortion trainiiii!. the state has been placed in an untenable position It scem«; to be 
\ lolatmg Its own .mti-discrimmation law 
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Within ihc medical profession, the new requirement nms counter to current 
piactKO .uid many div Stars' coiuittinns Some \vitne<«;es who are present todas can 
Npeak niorccrcdibK tlian I iibiuit the depth ctf physicians' disagreenicms on this ismic. I 
woukl only note th;it the e\presscd reason for the neu' At'ONJl. requirement is the 
\Mdcspread unwilhiigncss of ob gyti. programs it> nuke aborti.Mi an integral part of their 
iraming Programs and facnhy have been \oting with their feet. I^v one recent study, 
only 12 percent of ob gyn resiliency pn. grams make abortion a routine part of their 
traimng. most programs make it a\adable as an optional elective, but then few residents 
\ohmteer for the tr.\ining It seems that the new requirement must be impose i from 

outside precisely because physicians aiui revidents m the field do not see it as an integral ^ 
part of responsible mcdi :ine 

The bioadcr isvue before us is whether accreditation of educational program?, is 
supposed to ensure basic competency in a field, or to enforce conformity with the ^ 
ideological MCVN of an organization th.il has acquired a monopoly on the accreditation 
process When th.it organization enjoys delegated noveminental power to determine 
eligibility for fvderal benerus. it would be irresponsible for Congie<s to ignore such abuse 
Simply to preserve the legal vt.nns tiuo . to preserve evcrvone's current right to choose 
whether or not to participate in abortion, new federal action may be ncccssar>' In my 
MCw at least. (\Migre>s cannot be idle when eligihiht\ for its own pu»grams of federal 
.i>MM.ince IS conditiiHi on iiuoKement ui .iburtton For thi> re.iMMi. I am developing 
legislation to be introduced m the coming da>s which will protect institutions and 
indiMduals from being discriminated against bivcd on their refusal to peifonn induced 
abortions. 

Hut toda\'s hearing does not concern particular legisl.ition It bungs togetln^r a 
lepioentatise of the ACdMl-. and .v. W'r.il directors and facult\ ni ob gyn programs, to 
deepen our understanding of tins piobleni What has AC(iML* done .ind wliy > \\ here is 
this policy le.uhng. and what does it nie.m for the integrity of standards for the 
educational accredit.uion ' 

I welcome all the witnesses who ha\e agreed to be with us tcda>. and I unite my 
lollcaguo to picsont m\\ openu^g 'i.ucuKiit:. that ihc\ \n^\ iia\e 
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